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ABSTRACT 
 
The main purpose of this study was to investigate and examine the effectiveness of a 
mentorship programme implemented at King Saud University Medical City, Riyadh, 
Kingdom of Saudi Arabia, on the clinical competence of newly hired professional 
nurses, and to make recommendations for the improvement of the mentorship 
programme implemented at the university hospital to help newly hired professional 
nurses adapt to their new working environment,( Tiew et al, 2017: 77-82) 
 
The study utilised a quasi-experimental quantitative research design (Harris et al, 
2006:16-23), where the effectiveness of the mentorship programme before and after 
its implementation was determined, as perceived by the newly hired professional 
nurses. A standardised self-efficacy in clinical performance (SECP) questionnaire 
(Bandura, 1982:122-147), developed by Cheraghi and Hassani, was adopted to 
evaluate clinical competence, (Cheraghi, Hassani, Yaghmaei & Alavi-Majed, 
2009:214-221) 
 
The research population in the study were newly hired professional nurses in Saudi 
Arabia. However, the accessible population (Liamputtong, 2013:235-246) in this study 
were newly hired professional nurses at King Saud University Medical City. The total 
accessible population size was N=100, of which 26% (n=26) were males and 74% 
(n=74) were females. The sampling technique used was the convenience sampling 
(Polit & Beck, 2016:548-555), and the acceptance rate was 100% (n=100).  
 
The study was conducted in two main parts. The first part of the study was determining 
the clinical competence of the newly hired professional nurses before and after the 
mentorship programme. The use of a pre-test-post-test survey and SECP enabled the 
researcher to evaluate any changes in competence during the time that the 
programme was implemented. The second part of the study involved developing and 
making recommendations to improve the implemented mentorship programme. The 
research findings were analysed through the IBM Social Packages for the Social 
Sciences (SPSS) version 25.0 statistical analysis, (Pallant, 2010:181-247). 
 
 vi 
Ethical considerations of respect for autonomy, beneficence, non-maleficence and 
justice were adhered to by the researcher throughout the study, (Dhai, 2014:178-180). 
  
The study findings suggest that the intervention increased the participants’ perceived 
clinical competence significantly. A paired-sample t-test was conducted to establish if 
there was a statistical significance between the pre- and post-intervention scores 
(Triola, 2017:397). 
 
Assessment had a t - 7.401, df .99 and p < .001, which indicated a significant 
difference in the average assessment values before and after the intervention (Pallant, 
2010:181-201). 
 
Diagnosis had a t - 4.734, df .99 and p < .001, which indicated a significant difference 
in the average diagnosis values before and after the intervention (Pallant, 2010:239; 
Gray et al., 2017:253-257). The same trend is observed for the following:  
 
Planning had a t - 7.524, df .99 and p < .001 
Implementation had a t - 6.541, df .99 and p < .001 
Evaluation had a t - 6.830, df .98 and p < .001 
 
There were significant differences between the pre and post-intervention scores’ 
analysis. The average values for pre-intervention were lower than post-intervention 
values for all the factors. It appears the intervention  had some impact in terms of 
moving the scores to a more ‘strongly agree’ part of the scale.  
 
The mentorship programme had a positive impact on the respondents’ clinical 
competency levels. The study made recommendations for the mentorship programme, 
nursing management, nursing education, policy development and for further research, 
as indicated in Chapter 5. 
 
Keywords: clinical competence, mentorship programme, newly hired professional 
nurses, self-efficacy 
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CHAPTER 1 
OVERVIEW OF THE STUDY 
 
1.1 INTRODUCTION  
 
The main purpose of this study was to investigate and examine the effectiveness of a 
mentorship programme implemented at King Saud University Medical City (KSUMC), 
Riyadh, Kingdom of Saudi Arabia, on the clinical competence of newly hired 
professional nurses. Moreover, the researcher aimed to make recommendations for 
the improvement of the mentorship programme implemented at the university hospital 
to help new professional nurses adapt to their new working environment. 
 
The objective of this chapter is to present an overview of the study. The background 
and rationale, research problem statement, the purpose of the study, research aims 
and objectives, research hypotheses, the paradigmatic perspective and the ethical 
considerations that guided the study are discussed. The data collection instrument, 
data collection process and analysis are also described. The chapter concludes with 
an outline of the chapters that follow. 
 
1.2 BACKGROUND AND RATIONALE 
 
The ultimate goal for nursing education is to achieve nursing clinical competence, and 
the goal for every nursing unit manager is to ensure newly hired professional nurses 
in their unit are clinically competent. Newly hired professional nurses are eventually 
expected to be able to solve complex problems using a combination of knowledge, 
attitude and practical skills.  
 
Diverse and multiple challenges are responsible for the lack of progression among 
newly hired professional nurses to professionally competent nurses. Newly hired 
professional nurses are not well versed with professional competencies like critical 
thinking, clinical skills, professional communication, and social skills expected of them 
by the new organisation they just joined. Hence, nursing mentorship can expand newly 
hired professional nurses’ competency. Modern research has efficaciously shown that 
 2 
mentoring programmes can effectively connect newly hired professional nurses with 
professionally competent and experienced nurses. It is thus helpful in the effective 
transition of newly hired professional nurses to professionally competent nurses 
(Antohe, Riklikiene, Tichelaar & Saarikoski, 2016:139-44).  
 
Mentoring newly hired professional nurses can facilitate technical and emotional 
demands that are obligatory for proficient nursing practice. Mentoring proves helpful 
for newly hired professional nurses to engage with their new work environment. 
Nursing mentor programmes have also been proven beneficial in improving job 
satisfaction, clinical proficiency and the confidence of nurses (Brody, Edelman, Siegel, 
Foster, Bailey, Bryant & Bond, 2016:332-338). The nursing mentor programmes offer 
structure, support and guidance to enhance the clinical expertise of nurses (Dawson, 
Kililo, Geita, Mola, Brodie et al., 2016:180-188).  
 
Certified nursing mentors from the same unit or ward should participate in the 
mentorship programme, and compatibility is necessary between the mentor and 
mentee pair. Compatibility is required in terms of educational background, similar work 
schedule and similar personality style between the mentor and mentee; it is the sole 
responsibility of the unit manager to ensure this compatibility. Both mentor and mentee 
need to perform specific assigned tasks in the mentorship programme, and the 
success of the mentorship programme depends on the efforts of both mentor and 
mentee to ensure the relationship is fruitful. These nursing mentorship programmes 
are useful in building a culture of excellence in the organisation, which further ensures 
improved patient outcomes (Chen, Watson, & Hilton, 2016:20-28).  
 
The written evaluation is useful in assessing the effectiveness and compatibility of the 
mentor and mentee. Also, both qualitative and quantitative data are required to 
evaluate the mentorship programme, and organisations need to play a key role in 
validating and implementing mentorship programmes in their organisation. Moreover, 
top-level managers in the organisation, like the Director of Nursing, clinical service 
managers and head nurses, play a significant role in the design and execution of the 
nurse mentorship programme in an organisation. These managers can also effectively 
arrange resources for the nurse mentorship programme. Additionally, the nurse 
education department also needs to play a pivotal role in the design, implementation 
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and evaluation of nursing mentorship programme (Ebert, Tierney & Jones, 2016:294-
297).  
 
Comprehensive knowledge and thoughtfulness in mentoring are necessary when 
developing formal mentorship programmes, and the developed programmes should 
address and achieve the required competencies. Mentoring usually passes through 
several stages, like initiation, cultivation, separation, and redefinition. Throughout the 
initiation phase, the mentor and mentee form an entity by establishing a connection 
between them. Subsequent to the engagement of the mentee and the mentor, 
commitment, mutuality, and information sharing occurs among them within the defined 
boundaries. The outcome of this phase results in the fulfilment of the objective of 
building a relationship between mentee and mentor. However, there is the prospect of 
separation after the mentee’s needs have been met. There is also the likelihood of a 
reunion in the form of friendship or collegiality (Montavlo & Veenema, 2015:65-69).  
 
Mentorship programmes aim to equip and enable newly hired professional nurses to 
become oriented to their post, be clinically competent, and gain a higher degree of 
confidence in practice (Bayer, Grossman & DuBois, 2015:408). The mentorship 
programme provides the professional nurses with first-hand experiences in caring for 
patients, allowing them to apply knowledge, skills and values learned in theory into 
practice. The quality of mentoring as a learning strategy is central to the professional 
nurses’ competency. During the learning experience, they are expected to 
progressively assume responsibilities to provide and manage excellent nursing care 
for a group of patients (Mirbagher-Ajorpaz, Zangeri-Tafreshi, Mohtashami, Zayeni & 
Rahemi, 2016:1319).  
 
Clinical mentorship is a system of practical training and consultation that fosters 
ongoing professional development to yield sustainable, high-quality, clinical care 
outcomes (Wilson, 2014:2910). The Nursing and Midwifery Council (2015:1-20) uses 
clinical competence to describe the skills and ability to practice safely and effectively 
without the need for supervision. Professional nurses use theoretical and evidence-
based knowledge of human experiences and responses to collaborate with healthcare 
consumers to assess, diagnose, identify outcomes, plan, implement, and evaluate 
care (American Nurses Association, 2015:n.p.). Pennbrant, Nilsson, Öhlén and 
 4 
Rudman (2013:739) showed that the professional role could be mastered through 
continuous development on the experiences and interactions in the working 
environment. The process of professional development includes interconnected steps, 
such as evaluating and re-evaluating educational experiences, developing 
professional self-efficacy and clinical competence with the guidance of mentors or 
senior professional nurses in the unit (Nowell, Norris, Mrklas & White, 2017:334-344).  
 
Clinical nurse mentors need to provide quality training for newly hired professional 
nurses to increase their self-confidence and promote the improved clinical 
competency of newly hired staff. This study sought to measure the effectiveness of 
the mentorship programme on the clinical competencies of newly hired professional 
nurses at a university hospital in Saudi Arabia. The outcome of this study served as a 
basis to improve a mentorship programme implemented at this university hospital and 
to further facilitate the entrance of newly hired professional nurses into their new 
working environment. 
 
1.3 RESEARCH PROBLEM STATEMENT 
 
The competence of all professional nurses is an important issue in health care, as it is 
related to professional standards, patient safety and quality nursing care (Garrett, 
McPhee & Jackson, 2011:671). In 2016, more than 200 professional nurses were 
recruited at KSUMC from different countries. Primarily, they came from the Philippines, 
India and South Africa. Sixty percent of newly hired professional nurses have two 
years’ clinical experience and need to acquire clinical competency as they take on 
their roles as professional nurses. KSUMC has a planned generic mentorship 
programme lasting eight weeks, which aims to provide clinical orientation, promote 
better adjustment among newly hired professional nurses and achieve clinical 
competence. 
 
The researcher is a clinical nurse manager in a neonatal intensive care unit and noted 
that new staff nurses appear to need their mentors for longer or extended periods 
when performing their responsibilities; especially in terms of nursing procedures that 
are new to them. The researcher also observed that despite the support given to them 
during this period, a quarter of them was unable to demonstrate adequate skills in 
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handling patients, particularly during critical situations (Chipwanya, 2016:3). The 
researcher approached all the managers and nurse educators in the same hospital 
and discovered this phenomenon to be a hospital-wide problem. Hence, the 
effectiveness of the mentorship programme needed to be evaluated. 
 
There is also limited knowledge in Saudi Arabia regarding the effect of mentorship 
programmes in improving the clinical competence of newly hired professional nurses. 
The research question formulated was thus: How effective is the mentorship 
programme implemented in KSUMC in improving the perceived clinical competence 
among newly hired professional nurses? 
 
1.4 RESEARCH HYPOTHESIS 
 
Null hypothesis (HoA): There is no significant increase in the perceived clinical 
competence among newly hired registered nurses at King Saud University Medical 
City after they have participated in the mentorship programme.  
 
Alternative hypothesis (H1A): There is a significant increase in the perceived clinical 
competence among newly hired registered nurses at King Saud University Medical 
City after they have participated in the mentorship programme. 
  
Null hypothesis (HoB): There is no significant relationship between the demographic 
profile of the participants and their perceived clinical competence.  
 
Alternative hypothesis (H1B): There is a significant correlation between the 
demographic profile of the participants and their perceived clinical competence. 
 
1.5 RESEARCH PURPOSE 
 
The main purpose of this study was to investigate and examine the effectiveness of a 
mentorship programme implemented at KSUMC, Riyadh, Kingdom of Saudi Arabia, 
on the clinical competence of newly hired professional nurses, and to make 
recommendations for the improvement of the mentorship programme implemented at 
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the university hospital to help newly hired professional nurses adapt to their new 
working environment. 
 
1.6 RESEARCH OBJECTIVES 
 
The research objectives were: 
 
• To determine the clinical competence, according to the instrument (pre-test and 
post-test), of the newly hired professional nurses in terms of assessment, diagnosis, 
planning, implementing, and evaluating after the mentorship programme. 
• To determine the correlation between the demographic profile of the newly hired 
professional nurses and their perceived clinical competency. 
• To develop and provide recommendations for the improvement of the implemented 
mentorship programme for newly hired professional nurses. 
 
1.7 DEFINITION OF KEY CONCEPTS 
 
1.7.1 Clinical competence  
 
Competence has been defined and explored in healthcare literature in a variety of 
ways. It refers to the capability to adequately perform those duties directly related to 
patient care (Vernon, Chiarella & Papps, 2013:19-24). In this study, it is measured by 
the ability of newly hired professional nurses to follow the nursing process and conduct 
a process of assessing, planning, diagnosing, implementing and evaluating.  
 
1.7.2 Effectiveness 
 
Effectiveness is defined as the quality of being able to bring about an effect and the 
degree to which objectives are achieved (Fleming, House, & Hanson, 2013:1-7). In 
this study, it pertains to the result of the mentorship programme that is measured 
through the perceived clinical competence of newly hired professional nurses. 
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1.7.3 Mentorship 
 
Mentoring is most often defined as a professional relationship in which an experienced 
person (the mentor) assists another (the mentee) in developing specific skills and 
knowledge that will enhance the less-experienced person’s professional and personal 
growth (Jokelainen, Jamookeeah, Tossavainen & Turunen, 2013:61-67). In this study, 
mentorship happens within the educational programme being provided to newly hired 
professional nurses, whereby they are attached to a senior nurse as their mentor to 
facilitate their adaptation to their new working environment. 
 
1.7.4 Mentorship programme 
 
A mentorship programme is a planned programme that provides an opportunity for 
senior nurses to share their expertise with junior nurses by mentoring and guiding 
them (Jokelainen et al., 2013:61-67). In this study, it refers to the eight-week-long 
mentorship relationship between the senior nurses in the unit and the newly hired 
professional nurses.  
 
1.7.5 Newly hired professional nurses 
 
These are graduate trained nurses who have been licensed by a state authority after 
qualifying for registration (Nursing Council of New Zealand, 2014). In this study, these 
nurses are recruited staff nurses at the KSUMC, mostly from the Philippines, India and 
South Africa. 
 
1.7.6 University hospital 
 
This is a teaching hospital affiliated to a university that provides a training ground for 
medical professionals (Rodini, 2012:1-14). In this study, it refers to a premier university 
hospital of the Kingdom of Saudi Arabia. 
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1.8 PARADIGMATIC PERSPECTIVE OF THE STUDY 
 
A paradigm is a model of understanding that is consistently free of significant 
contradictions (Olsen, Lodwick & Dunlop, 1992:16). It guides the expectations of the 
researcher (Guba & Lincoln, 1994:105) and helps to sort, organise and classify 
theories, assumptions (Chalmers, 1982:90) and ideas, received by our five senses 
that contributes to the way we view the world (Creswell, Ebersöhn, Eloff, Ferreira, 
Ivankova, Jansen et al., 2016:52). It affects the way information is possessed by the 
brain and the type of questions asked when trying to understand the world and 
incorporate all the knowledge and experiences acquired since birth (Polit & Beck, 
2017:9). These experiences are conditioned by the physical, social and spiritual 
environments. It is basically the foundation of how one views and interacts with the 
world around them, therefore it is comprised of beliefs and ideas that form a framework 
to approach and engage with things and people, or it is a particular way of viewing a 
phenomenon in the world (Grove, Burns & Gray, 2013:702). According to Lather 
(1986a: 259), research paradigms inherently reflect our beliefs about the world we live 
in and want to live in. 
 
The paradigmatic perspective is the lens the researcher uses to describe and interpret 
the worldview realities. The assumptions of this study are based on the Self-Efficacy 
Theory, the nursing process, nursing competencies and nurses’ mentorship 
programme. The researcher’s worldview and beliefs are that for nurses to maintain 
competency in clinical practice, with special focus and emphasis on the nursing 
process utilisation, a culture of continuous mentoring and use of self-efficacy 
measuring tools should be developed in all nursing units and used on a regular basis.  
 
1.8.1 Meta-theoretical assumptions  
 
Meta-theoretical assumptions are the researcher’s philosophical beliefs based on 
persons as human beings and the world they live in; these beliefs cannot be tested. 
The researcher’s assumptions about the professional nurses were based on 
Bandura’s theory that once a person achieves self-observation, self-evaluation, self-
motivation, self-efficacy, self-reflection and self-judgement, they are motivated to 
attain their goals (Bandura, 1977:191-205). The theory refers to a self-perception of 
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one’s ability to perform effectively and competently in a particular setting or task 
(Cheraghi, Hassani, Yaghmaei & Alavi-Majed, 2009:214-221). Bandura (1989:729-
735) identified self-efficacy as central to the understanding of individuals’ transactions 
with their environment and as a mediation between their knowledge and behaviour. 
Behaviour, in turn, is dependent on one’s efficacy beliefs and a person with a strong 
sense of self-efficacy perseveres in efforts towards success (Cheraghi et al., 
2009:214-221; Bandura, 1977:191-205). The theory essentially states that people will 
only try to do what they think they can do, and will not try to do what they think they 
cannot do (Brown, Malouf & Schutte, 2013:13).  
 
1.8.2 Theoretical assumptions 
 
Theoretical assumptions are based on the researcher’s knowledge about existing 
theoretical or conceptual frameworks. Assumptions are unexamined beliefs which set 
the foundation for the application of a particular theory. These assumptions form 
testable statements which provide epistemic findings of the research domain 
(Marchione, 1993:5-6). The researcher took a positivist stance where knowledge is 
looked at in a real and objective way (Creswell et al., 2016:33; Guba & Lincoln, 
1994:105-117).  
 
Bandura’s theory (1989) is composed of four processes of goal realisation: self-
observation, self-evaluation, self-reaction and self-efficacy. These components are 
interrelated, each having an effect on motivation and goal attainment (Redmond, 
2010:82-92). 
 
Self-observation: Observing oneself can be informative and motivating. It can be 
used to assess one’s progress towards goal attainment and motivate behavioural 
changes. Regularity and proximity are two important factors with regards to self-
observation.  Regularity means that the behaviour should be observed continuously, 
whereas proximity means the behaviour should be observed while it occurs, or shortly 
after it has occurred. Alone, self-observation is insufficient because motivation 
depends on one’s expectations of outcomes and efficacy (Zimmerman & Schunk, 
2001:1-37). 
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Self-evaluation: Self-evaluation compares an individual’s current performance with a 
desired performance or goal. It is affected by the standards set and the importance of 
the goals. Goals must be specific and important; therefore, vague goals will not 
motivate. Schunk and Zimmerman (1994:ix-xi) state that specific goals specify the 
amount of effort required for success and it boosts self-efficacy because progress is 
easy to gauge. If one has little regard for his goal, he will not evaluate performance 
(Zimmerman & Schunk, 2001:1-37). People gain satisfaction when they achieve goals 
that they value. When individuals achieve these valued goals, they are more likely to 
continue to exert a high level of effort, since sub-standard performance will no longer 
provide satisfaction (Bandura, 1989:729-735). 
 
Self-reaction: Reactions to one’s performance can be motivating. If the progress 
made is deemed acceptable, one will have a feeling of self-efficacy with regard to 
continuing, and will be motivated towards the achievement of their goal. A negative 
self-evaluation might also be motivating in that one may desire to work harder, 
provided that they consider the goal to be valuable. Self-reaction also allows a person 
to re-evaluate their goals in conjunction with their attainments (Bandura, 1989:729-
735). If a person has achieved a goal, they are likely to re-evaluate and raise the 
standard (goal); whereas, if a person has not achieved the goal, they are likely to re-
evaluate and lower the standard (goal) to an achievable goal. 
 
Self-efficacy: A person’s belief in goal completion can be motivating in itself (Van der 
Bijl & Shortridge-Baggett, 2002:9-28). Self-efficacy refers to people’s judgements 
about their capability to perform particular tasks. Task-related self-efficacy increases 
the effort and persistence towards challenging tasks; therefore, increasing the 
likelihood that the tasks will be completed (Barling & Beattie, 1983, as cited in Axtell & 
Parker, 2003:114). 
 
Self-efficacy is what an individual believes they can accomplish using skills under 
certain circumstances (Snyder & Lopez, 2007:181-222). Self-efficacy is a task-specific 
version of self-esteem (Lunenburg, 2011:1). The basic principle behind the Self-
Efficacy Theory is that individuals are more likely to engage in activities for which they 
have high self-efficacy, and they are less likely to engage in those for which they do 
not (Van der Bijl & Shortridge-Baggett, 2002:9-28). 
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1.8.3 Methodological assumptions 
 
Methodological assumptions consist of the assumptions made by the researcher 
regarding the methods used to meet the research objectives and to answer the 
research question (Creswell & Poth, 2018:22-24). The positivist philosophy was used 
to guide this study. The positivist paradigm under objectivist epistemology is a 
methodological philosophy used in quantitative research (Pham, 2018:1-8; Crotty, 
1998:8-9). This philosophical system recognises only the assumptions that can be 
scientifically verified or that are capable of logical or mathematical proof (Hmmersley, 
2013:22-23; Creswell et al., 2016:33). 
 
The philosophical orientation of the quantitative study is meant to test hypotheses. 
Decisions made by researchers concerning research methods have a direct impact on 
how they make meaning of their world. In quantitative research, the reality of this world 
is structured and understood in a particular way, and in some ways create the reality 
we are attempting to discover. Hypotheses establishing relationships between cause 
and effect are derived, and only the relevant data are collected and tested. The 
understanding is that the researcher is independent of the specific situation under 
study, and the set hypotheses are based on prior knowledge. A controlled enquiry is 
conducted to give meaning to phenomena that have significance at a generalised 
level. 
 
The objectivity of the study is in part due to the assumption that the object under study 
is separate from or independent of the researcher (Eisner, 1981:5-9). With objectivity 
as the goal, the researcher strives to prevent biases throughout the research process 
and attempts to control the research design for validity, credibility and reliability (Burns 
& Grove, 2009:195). Since it is impossible to achieve complete objectivity, an 
awareness of potential threats needs to be cultivated, and threats should be 
decreased in order to strengthen the research project (Crotty, 1998:8-9). 
 
Measurement is also an important assumption and measurement tools should lead 
the researcher to a greater understanding of a phenomenon. There is an assumption 
that the measurement tool is accurate in measuring the phenomenon, and to 
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accurately measure the phenomenon the tool must be based on reality and be as 
objective as possible. 
  
1.9 RESEARCH STUDY SETTING 
 
The study was conducted at KSUMC in the Kingdom of Saudi Arabia. KSUMC is a 
945 bedded tertiary hospital located in the capital city of Saudi Arabia, Riyadh. About 
99% of its professional nursing staff are expatriates. KSUMC caters for general 
medical and surgical cases including, but not limited to, oncology, cardiology and 
nephrology cases. It is also a referral hospital for patients needing high technology 
and intensive care from nearby regions. This study targeted the newly hired 
professional nurses appointed to KSUMC. 
 
1.10 RESEARCH DESIGN AND METHOD 
1.10.1 Research Design 
 
The study utilised a quasi-experimental quantitative research design. In quantitative 
research, the researcher makes use of an objective method to measure data collected 
through a survey or questionnaire. This provides a means for testing the objective of 
the study by examining the relationship among variables (White & Millar, 2014:376-
378). This allows the testing of hypotheses which are computed statistically to 
determine relation, cause and effect. Quasi-experimental research designs examine 
whether there is a causal relationship between independent and dependent variables. 
Simply defined, the independent variable is the variable of influence and the 
dependent variable is the variable that is being influenced (Rogers & Revesz, 2019: 
133)). In other words, the independent variable is expected to bring about some 
variation or change in the dependent variable. In this study, the mentorship 
programme’s effectiveness before and after the study was determined, as perceived 
by the newly hired professional nurses.  
 
1.10.2 Research Method 
 
The study used a quasi-experimental one group pre-test-post-test design. By 
conducting a pre-test post-test survey, the researcher was able to evaluate changes 
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in competence during the period of the programme (Liamputtong, 2013:235-246). 
However, since the participants received the questionnaire and were allowed the 
flexibility of completing it in the comfort of their homes, this might have brought 
extraneous variables. They might have discussed the questionnaire with friends and 
rated themselves according to friends’ opinions. Furthermore, correlations between 
their demographic profile and perceived clinical competence were established.  
 
The study was conducted in two parts. In the first part of the study, the researcher 
determined the clinical competence of the newly hired professional nurses before and 
after the mentorship programme. The researcher considered introducing a control 
group, but this was not feasible as the mentorship programme is compulsory, and the 
participants enter the programme immediately upon arriving at the hospital. The 
second part of the study entailed the researcher developing and making 
recommendations for nursing education, the mentorship programme, nursing 
management, policy formulation and further research. 
 
The study adopted a standardised Self-Efficacy in Clinical Performance (SECP) 
questionnaire developed by Cheraghi et al. (2009:214-221) to evaluate the clinical 
competence of newly hired professional nurses. According to Polit and Beck 
(2016:548), a questionnaire is a method for obtaining information or data from the 
research respondents about knowledge, attitudes, beliefs and practices. The content 
and face validity of the items in the adopted questionnaire has five subscales 
representing the nursing process and include assessment, diagnosis, planning, 
implementation and evaluation. The questionnaire was formatted in terms of a four-
point Likert scale to prevent bias in its construction, as suggested by Wong (2014:130-
143). The scale ranged from 4 (strongly agree), 3 (agree), 2 (disagree), 1 (strongly 
disagree). The Likert scale is a psychometric scale commonly used in research that 
employs questionnaires (Wong, 2014:130-143). The questionnaire was distributed by 
a neutral person (the researcher person collecting the data was a housing 
administrative secretary, who had no idea about nursing and nursing competencies), 
with no relations to the project, before and after the mentorship programme. A clearly 
marked sealed box was made available in a place known to the participants to return 
the questionnaires on completion (see Appendix A). 
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Initially, a pilot study was conducted, which is a small-scale trial that aims to test the 
methods to be used in the planned study. According to Polit and Beck (2016:548-555), 
the purpose of a pilot study is to evaluate the appropriateness and quality of data 
collection methods. It also allows a check on whether the questionnaire length and 
structures are appropriate (Parahoo, 2014:329). The questionnaire was thus tested in 
the pilot study in the same hospital with ten newly hired professional nurses.  
 
1.10.2.1 Population and sampling  
 
The research population in this study was newly hired professional nurses in Saudi 
Arabia. However, the accessible population in the study was newly hired professional 
nurses at KSUMC. A research population is defined as a complete collection of a 
group to be studied (Liamputtong, 2013:235-246). Since obtaining information from 
every person in a population is not possible, the researcher employed a convenience 
sampling method, which entails using the most conveniently available group of people 
as research participants (Polit & Beck, 2016:548-555). The sample characteristics 
included newly hired professional nurses, employed within the last three months, with 
a minimum of two years’ previous clinical experience. Rehired professional nurses and 
those employed for more than three months were excluded.  
 
During the initial hospital orientation, which is conducted upon arrival of new 
employees, the researcher introduced herself to the group of new employees and gave 
a brief description of the study and encouraged them to participate in the study at will. 
The researcher informed prospective participants that no risks were involved in the 
study. A sample frame of newly hired professional nurses that met the inclusion criteria 
was taken from the nursing office. A statistician from the University of Johannesburg 
was consulted on the total sample size and recommended sample size of 150 newly 
hired professional nurses. Unfortunately, only 100 newly hired professional nurses 
were available and were conveniently selected to participate. Individual, hand-
delivered letters of invitation to participate in the study were sent to the selected 
sample by the researcher. Instructions on where to submit responses to the invitation 
were also given. 
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1.10.2.2 Data analysis 
 
The analysis of the data collected was done using the IBM SPSS software. A 
statistician from Statkon, the University of Johannesburg’s centralised statistics 
centre, was consulted and agreed to compile the statistics of the study. The data were 
entered into the Excel computer package for data cleansing and arrangement of 
information. According to Parahoo (2014:329), by analysing the collected data, 
cumulative or aggregate information are derived substantially. Statistical analysis 
included descriptive statistics, testing of the SECP factor structure using either 
confirmatory or exploratory factor analysis, measurement of internal consistency using 
Cronbach alpha, computation of factors, correlation between factors, comparison of 
competence pre-and post-mentorship programme (paired-sample t-tests), and 
comparison of competence levels for demographic factors. Weighted mean for each 
item of subscale/dimension was taken and interpreted based on upper and lower 
limits: 1.00-1.75 = poor, 1.76-2.50 = average, 2.51-3.25 = good and 3.26-4.00 = 
excellent performance (Polit & Beck, 2016:548-555).  
 
a) Validity and Reliability  
 
In this study, the validity and the reliability of the questionnaire that was used have 
already been established by previous research studies using the same instrument 
(Cheraghi et al., 2009:214-221; Yoo & Park, 2015:221-225). The final scale consists 
of 37 items, with an overall scale internal reliability of alpha = 0.96; the dimensions of 
Cronbach’s alpha ranged from 0.90 to 0.92. Test-retest reliability with a two-week time 
interval was r = 0.94. In addition, concurrent validity was obtained (r = 0.73, p = 0.01). 
The validity of the questionnaire is defined by Polit and Beck (2016:548-555) as the 
extent to which the instrument measures what it is intended to measure.  
 
1.10.2.3 Developing Recommendations 
 
The results from the collected data were used to develop recommendations to improve 
the implemented mentorship programme. The areas of improvement were identified, 
and an appropriate plan of action was indicated with corresponding objectives. Lastly, 
 16 
the outcome of the measurement or indicator of the success of the actions in each 
recommendation was specified. 
   
1.11 ETHICAL CONSIDERATIONS 
 
In conducting nursing research, ethical issues should be considered to protect the 
rights of the participants. This study followed ethical principles, which included 
applying and balancing these principles, namely respect for autonomy, beneficence 
and non-maleficence, and justice (Dhai, 2014:178-180). The study was reviewed by 
the Research Ethics and Higher Degree Committee at the University of Johannesburg. 
Permission to conduct the study was also requested from the Director of Nursing 
Services at KSUMC in Saudi Arabia.  
 
1.11.1 Principle of Autonomy and Respect for Persons 
 
According to Gerrish and Lathlean (2015:32), the principle of autonomy is one of the 
key principles of research ethics. The principle stipulates that individuals have the 
mental capacity to make their own decisions, and persons with diminished autonomy 
should be protected (Gray, Grove & Sutherland, 2017:209-220). Every individual has 
a right to be treated with respect, with a moral requirement to acknowledge one’s 
autonomy (Dhai, 2014:178-180). 
 
By respecting the autonomy of the participants, the researcher sees the individual as 
an independent person who can make choices for him/herself (Nursing and Midwifery 
Board of Ireland, 2015:10-18). This idea embodies the concept as the personal rule of 
self by means of adequate understanding while remaining free from controlling 
influences by others and from personal limitations that prevent choice (Gray et al., 
2017:209-220). Participants in this study were treated with respect, a sense of value 
and dignity, and were afforded the opportunity to make informed decisions with 
regards to their participation in this study. This meant that it was a personal decision 
for the participants to participate in the study after having been informed about the 
study and having the opportunity to ask questions and clarify anything of which they 
were unsure (Appendix A). The concept also includes the signing of the informed 
consent form; the principle of autonomy and respect of persons was ensured by 
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obtaining informed consent from participants (Appendix B). An information letter with 
the objectives and benefits of the study was also given to the participants (Gray et al., 
2017:209-220). 
 
Most of the professional nurses in this project were considered to belong to a 
vulnerable population regarding their incapacity to possibly protect themselves from 
any effect of participating in the study. A vulnerable person, according to Dhai 
(2014:178-180), has insufficient power, intelligence, education, resources, strength, 
or other attributes which make them capable of protecting their own interests. In this 
case, the vulnerability of the respondents lies in the fact that most were desperate for 
work and paid agencies a lot of money to be able to secure employment in the 
Kingdom. Because of this, they might have felt a threat to lose their jobs if they 
responded honestly to the questionnaire. They might also have felt uncomfortable to 
reveal their weaknesses with the fear of risking losing their new jobs, which they 
desperately needed. This might have had a negative impact or caused inaccuracy in 
the results of the study. Therefore, they needed strong assurance that their responses 
were completely anonymous and could not be traced back to them.  
 
The principle of confidentiality and anonymity was used in data collection and reporting 
(Gray et al., 2017:209-220). A paired t-test on the questionnaires was used. The 
researcher personally coded the sample frame, and the coded sample frame list was 
locked away and only the researcher has a key. Each participant was assigned and 
identified by the same code number on the consent and acceptance letters , and on 
both the pre-test and post-test questionnaires. Only the researcher and respondents 
knew their individual code numbers. The consent forms and acceptance letters were 
distributed by the researcher, by hand delivery. The pre and post -test questionnaires 
were distributed by an independent person. Two clearly marked boxes (one for 
consent &acceptance letters, and the other for questionnaires) were made available 
in a place known only to the respondents to return the consent & acceptance letters 
and the questionnaires on completion. The study was purely voluntary, and 
respondents could withdraw at any time without giving any reason and without any 
penalty.  
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1.11.2 Principles of Beneficence and Non-Maleficence 
 
Beneficence means to do good and positively help a person; meanwhile, non-
maleficence means to do no harm (Nursing and Midwifery Board of Ireland, 2015:10-
18). Research should benefit the participants and contribute to their welfare. Although 
there was no immediate benefit for the respondents, their participation is a benefit for 
other professional nurses in future mentorship programmes because of the outcomes 
and recommendations given to different disciplines after the study.  
 
Non-maleficence assumes that no harm should come to the research participant as a 
result of taking part in a study (Gray et al., 2017:209-220). No harm prevailed upon 
the respondents during data collection. A letter to the Director of Nursing (Appendix 
E) assured that everyone involved in the study, whether they participated or not, would 
not risk losing their jobs related to participation in the study. To remove any fears of 
the risk of losing their jobs due to participating in the study, and to ensure maximum 
anonymity, names, telephone numbers, or personal identification were not required on 
the questionnaires. Codes were assigned to each participant as a form of identification 
and the codes were attached to the questionnaires. To add to that, two clearly marked 
boxes (one for consent & acceptance letters, and one for questionnaires) were made 
available in a place only known to the respondents to return the forms upon 
completion. No connection, whatsoever, could be made between their answers and 
the respondents’ identity, thus their participation in the study did not have any bearing 
on their employment status.  
 
1.11.3 Principle of Justice 
 
The principle of justice is synonymous with fairness and equity, and researchers are 
obliged to treat participants fairly and equitably before, during and after the research 
study (Nursing and Midwifery Board of Ireland, 2015:10-18). This was ensured by 
identifying each questionnaire by means of codes. The pre-test and post-test 
questionnaires from each participant were given the same code (paired analysis), and 
in this way, nobody was able to link the completed questionnaires with the 
respondents’ real identity. The questionnaires and raw data were kept under lock and 
key, and only the researcher had the key. The anonymised results of the study were 
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sent to the hospital administration for their information with no link to the respondents. 
The results will be made known to the respondents and the community by publishing 
in a journal and presenting it at a scientific congress. The data will be discarded two 
years after publishing the results. Appendix D presents the Institution Review Board 
(IRB) form which was completed and submitted to the university hospital. 
 
1.12 STUDY OUTCOMES 
 
The findings of the study will benefit newly hired professional nurses who will 
experience an improved mentorship programme. Moreover, the findings of this study 
will also be used to develop the practical work orientation of the newly hired 
professional nurses and thus ensure safer and more holistic nursing. Further 
application of a revised mentorship programme implemented at the university hospital 
will assist newly hired professional nurses in their adaptation and contribute to their 
success in their new working environment. 
 
1.13 LAYOUT OF CHAPTERS 
 
This dissertation consists of five chapters which are organised as follows: 
 
Chapter 1: Overview of the study 
The objective of this chapter is to present an overview of the study. The background 
and rationale, research problem statement, the purpose of the study, research aims 
and objectives, research hypotheses, the paradigmatic perspective and the ethical 
considerations that guided the study are discussed. The data collection instrument, 
data collection process and analysis are also described.  
 
Chapter 2: Literature review 
The focus of this chapter is on a review of literature relevant to the research purpose 
of this study. 
 
Chapter 3: Research design and methods 
Chapter 3 provides a detailed description of the research methodology used in this 
study. This includes a full description of the purpose and objectives of the study, the 
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research design, methodology, sampling, inclusion and exclusion criteria, data 
collection, pilot study and data analysis. Aspects pertaining to the validity and reliability 
implemented during data collection to ensure consistent and true measurement are 
presented. 
 
Chapter 4: Presentation of research findings 
The focus of this chapter is on the results, their presentation, description and 
interpretation. 
 
Chapter 5: Evaluation, conclusion, limitations and recommendations 
This chapter aims to focus on the discussion of the results of the study. The lessons 
learned while conducting the study and the limitations experienced are examined. 
Recommendations for nursing management, nursing education management, policy 
development, patient outcomes and for further research are made. The concluding 
remarks and the researcher’s personal reflections conclude the chapter.  
 
1.14 SUMMARY 
 
The overview of the study, with special focus on the background and rationale, 
research problem statement, the purpose of the study, research aims and objectives, 
research hypotheses, the paradigmatic perspective and the ethical considerations that 
guided the study, were presented and discussed in this study. The data collection 
instrument, data collection process and analysis were also described. Chapter 2 will 
present a detailed literature review relevant to this study. 
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CHAPTER 2 
LITERATURE REVIEW 
 
2.1  INTRODUCTION 
 
A general overview of this research study, purpose and objectives was provided in 
Chapter 1. The focus of this chapter is a review of literature relevant to the research 
purpose of this study. It seeks to discover what is known about mentorship in the field 
of nursing. This will help in the realisation of the importance of mentorship in nursing. 
 
2.2  DEFINITION: MENTOR/MENTORING/MENTORSHIP/MENTEE 
2.2.1  Mentor 
 
A mentor is a person who provides help and advice to the less experienced and less 
knowledgeable person related to a particular job for the specific time duration. The 
term ‘mentor’ is used synonymously with trainer, instructor, teacher, coach and tutor. 
Mentors encourage mentees to outclass as professional nurses, and they play a 
significant role in improving skills and practices necessary for development and 
progression as professional nurses (Nowell et al., 2017:334-344). In clinical settings, 
junior nurses follow the procedures and practices of mentors and make sure that 
patients’ requirements are fulfilled. Hence, junior nurses become competent and self-
confident (Block & Florczak, 2017:100-104). Mentors also play a substantial role in the 
development of diverse qualities in mentees, like transitioning to real practice, 
progressing to the professional nurse, and managerial capabilities (Ebert et al., 
2016:294-297; West, Dawson & Homer, 2016:12-23; Yagzaw, Ayalew, Kim, Gelagay, 
Dejene, Gibson & Stekelenburg, 2015:130-140). 
 
Figure 2.1: Role of the mentor (Adapted from Gee, 2017) 
 22 
2.2.2 Mentee 
 
A mentee is an individual who gets advised, trained or counselled by a mentor. 
Through this training, mentees become experts in the specific nursing field. Mentees 
become successful in the nursing field when they actively listen and practice the 
instructions given by the mentor. Successful mentoring relationships provide vast 
knowledge to the mentees, and their eagerness to gain knowledge is critical in 
successful mentoring relationships (Nowell et al., 2017:334-344). Mentees always 
have high expectations from their respective mentors to fulfil their dreams to achieve 
higher levels in professional nursing practice. Mentees usually follow the nursing 
practices which they learned through theoretical and practical training during their 
mentoring relationship. Mentees are often anxious about their success in the nursing 
field and are prone to mistakes. Block and Florczak (2017:100-104) emphasised that 
mistakes are unavoidable and it is the mentor’s responsibility to correct a mentee’s 
mistakes and improve their confidence.  
 
2.2.3  Mentorship 
 
Mentorship is defined as a relationship which facilitates guiding a lesser experienced 
or lesser knowledgeable person by the more experienced or more knowledgeable 
person. Mentoring is the action and mentorship is the course. Mentorship is 
considered as the outcome of mentoring. Mentorship relationships develop gradually 
over a period of time due to the passion of the mentor and the dedication of the 
mentee. Mentorship is a long-term and shared course in which the senior nurse 
facilitates an exchange of knowledge and skills with the junior nurse along with offering 
psychological and emotional support for nurturing the personal and professional 
development of the junior nurse (West et al., 2016:12-23). It results in the transition of 
the junior nurse to the professional nurse. Mentorship relationships that lack 
complementation, gradually become monotonous and unproductive. The one-to-one 
approach of mentoring is an effective way of avoiding probable failure in mentorship 
because this approach establishes transparent and comfortable relationships. 
Effective mentorship results in the transfer of knowledge, expertise and skills from 
mentor to mentee. Mentorship is beneficial for all the stakeholders including mentors, 
mentees and organisations. The selection of a compatible mentor and mentee pair, 
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effective training and assessment of progression of relationships are responsible for 
successful mentorship relationships (Nowell et al., 2017:334-344).  
 
2.2.4  Mentoring 
 
Mentoring is defined as a professional relationship in which a mentor helps a mentee 
to develop specific skills, techniques and knowledge which is useful in improving the 
professional and personal growth of the mentee (West et al., 2016:12-23). Mentoring 
is the persistent process in which mentors need to remain engaged with their mentees. 
It helps aspiring nurses to shape their future as professional nurses. It is highly 
possible that many void spaces may remain in the policies and practices of the new 
nurses due to nonappearance in the mentoring programme (Flott & Linden, 2016:501-
513). Mentoring programmes help novice nurses to become self-confident, self-
satisfied and self-aware. Mentoring is beneficial for both mentors and mentees. In 
addition to the professional development of mentees, mentors also get the opportunity 
to reassess their skills and abilities and grow along with the mentees. Moreover, 
mentees get the opportunity to develop leadership qualities. Mentoring programmes 
help in developing and establishing professional relationships between mentors and 
mentees. In mentoring, the mentor extends support, supervision and assistance to the 
mentee (Nowell et al., 2017:334-344).  
 
2.3  HISTORICAL BACKGROUND OF MENTORING IN NURSING 
 
The Odyssey, the classic tale by Homer, presented the concept of a ‘mentor’ for the 
first time. According to this story, Ulysses appointed a mentor for his son, Telemachus. 
By late the 1700s, ‘mentor’ became synonymous to the ‘wise counsellor’. Carroll 
(2004:318-322) mentioned that in Greece during the 1700s, young men used to 
partner with older and experienced people to acquire skills and knowledge. After 
Greek mythos, Levinson’s (1978:11-25) demonstrated mentorship in ‘The Seasons of 
a Man's Life’. His work aimed to establish a developmental perspective on adulthood 
in men. Levinson considered the mentor as the transitional figure in the life of young 
and inexperienced people. According to Levinson (1978:11-25), mentorship is helpful 
in the transition from early to middle adulthood and functions as teacher, sponsor, 
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host, guide and exemplar. In the modern age, the mentor acts as a friend, counsellor 
and teacher. 
 
It was during the late 1970s when mentorship came into existence in the nursing 
profession. Vance and Olson (1991:175-200) visualised mentors as role models, 
guides, teachers, coaches, or confidants. Burnard (1988:27-28) tried to distinguish 
mentoring from another sort of support or help, and mentioned that in the nursing field, 
mentoring is helping needy people – like patients – by the same person, on a regular 
basis; hence, it establishes the relationship among these two people. Clutterbuck 
(2004:6-9) provided further insight of mentorship by mentioning that modern roots of 
mentorship are firmly connected to the apprenticeship system. According to 
Clutterbuck (2004:6-9), certain boundaries and contexts limit mentoring, which 
depends on work structure and professional/organisational situations.  
 
Throughout the 1990s, there was significant modification and advancement in nursing 
mentorship and it became a teaching-learning dynamic. Stewart and Krueger 
(1996:311-321) saw mentorship as an opportunity for the development and 
transmission of professional skills and knowledge from the senior nurse to new 
registered nurses (Stewart & Krueger, 1996:311-321). In the 21st century, more 
emphasis is being given to the concept of mentorship, and mentorship in nursing gets 
augmented interest in clarifying and understanding its applications (Dorsey & Baker, 
2004:260-265).  
 
In the recent past, nursing became one of the most imperative and necessary 
professions. Nurse mentoring plays a noteworthy role in the technical and professional 
development and enhancement of the nursing profession. However, most of the 
literature mentioned that the role of the mentor is not clearly defined. There is overlap 
of functions of mentors with other healthcare professionals. Different authors stated 
the diverse functions of a mentor as follows: According to Morris (1988:24-25), nursing 
mentorship is nothing but professional nurturing. Rogers (1969:22-25) specified 
mentorship is acceptance of policies for inspiration to learn. Puetz (1985:11-13) 
defined mentors’ roles as teachers, sponsors, hosts, exemplars and counsellors. 
Morris (1988:24-25) mentioned mentoring as professional nurturing. Prominence was 
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given to self-directed learning by the mentees, and mentees were encouraged in self-
development, self-responsibility and self-awareness.  
 
The role of the mentor changes over time based on the education provision and 
responsivities for assessment. In practice-based professions like nursing, traditionally 
used methods for learning was apprenticeship style, whereby new nurses used to work 
together with senior nurses for on the job training in the clinical practice. However, 
there was a lack of integration of theory and practice in the apprenticeship style. 
Hence, this type of learning did not assure learning. Nurses in charge of the ward or 
clinical teachers used to teach the new nurses. However, it was observed that they 
were overburdened due to additional teaching responsibility and refused to continue 
teaching in clinical practice (Wilkes, 2006:42-47). A formal system of mentorship thus 
became a fundamental part of the pre-registration curriculum (Myall, Levett-Jones & 
Lathlean, 2008:1834-1842). 
 
2.4  CLASSIFICATION OF MENTORING 
 
The classification of mentoring is based on the linkage between the activity based on 
the philosophy (subjectivism vs. objectivism) and projected results of learning 
(equilibrium vs. transformation). It results in four different approaches of mentorship 
like evolutionary, revolutionary, engagement, and functionalist (Busse, Campbell & 
Kipping, 2018:401-415).  
 
Figure 2.2: Classification of mentoring (Adapted from Clutterbuck, 2004) 
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2.4.1  Functionalist Mentoring 
 
Functionalist mentoring obliges organisational requirements through the preservation 
of historical and current status. Its main focus is on improving the efficiency of the 
nursing profession. It also has clear and measurable professional nursing objectives. 
Traditional mentoring with the integration of the apprenticeship model for nursing 
career development is considered functionalist mentoring. It also focuses on 
equilibrium and improved performance. All the functions of functionalist mentoring 
result in suppressing challenges and questions. In functionalist mentoring, the 
outcome of the programme needs to be agreed between mentor and mentee. 
However, the purpose of the programme may or may not be agreed by the mentee. 
The working approach of this type of mentoring is hierarchical in nature. It implements 
a coherent reality model and the purpose of this mentoring is to maintain unchanged 
reality (Raposa, Dietz & Rhodes, 2017:3-14; Caruso, Steinberg, Piro, Walker, 
Blankenburg, Rassbach et al., 2016:68-73).  
 
2.4.2  Engagement Mentoring 
 
Engagement mentoring is related to the personal development of each person by 
virtue of obligation to establish relationships between the senior and junior nurses and 
maintain the status quo. It is useful in promoting a functional agenda by recognising 
the individual traits of the mentee. In engagement mentoring, activity is agreed 
between the mentor and the mentee. However, the mentee may or may not be aware 
of the purpose of the activity. It maintains the humanistic aspect by respecting the 
personal traits of the mentee. It helps in improving learning outcomes without changing 
values and systems. Engagement mentoring is helpful in improving particular nursing 
skills and creating the transition from newly hired nurses to professionally competent 
nurses. Engagement mentoring is considered a ‘new beginning’ (Rhodes, Schwartz, 
Willis & Wu, 2017:415-437). 
 
2.4.3  Evolutionary Mentoring 
 
Evolutionary mentoring is associated with providing an opportunity for the mentee to 
take ownership of their learning. It also provides an opportunity to examine acquired 
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knowledge and skills through critical reflection. Evolutionary mentoring has significant 
importance in nursing because critical reflection is one an important aspects of the 
teaching and learning process in the nursing profession. The goals and objectives of 
the teaching and learning process in evolutionary mentoring are usually generated by 
and/or for individuals of the mentorship programme. Learning outcomes of this type of 
mentorship result in the transformation of the nurses. Most higher education, including 
nursing, consider evolutionary mentoring as the teaching and learning process. The 
evolutionary mentoring approach gives respect to the experience of the senior nurses 
(Raposa et al., 2017:3-14; Caruso et al., 2016:68-73).  
 
2.4.4  Revolutionary Mentoring 
 
In contrast to the other mentoring approaches, revolutionary mentoring disrupts the 
status quo. This approach is useful in promoting the transformation of society. Also, it 
brings a fundamental revolution in the organisation and the individuals. This type of 
mentoring creates social justice. Contrary to the other mentoring approaches, the 
revolutionary approach does not consider the personal views and traits of the mentee. 
The mentor establishes a rational argument with the mentee to recognise the mentee’s 
false consciousness and mistaken ideas. It is possible through one-to-one mentoring 
(Rhodes et al., 2017:415-437; Jang & Kim, 2016:215-235).  
 
2.5  MENTORING MODELS 
 
There are multiple models for mentoring; some more complicated than others. 
Mentorship models are useful in achieving clinical competency in the nursing 
profession. Nursing models provide conceptual frameworks for implementing nursing 
mentorship programmes in the clinical setting (Menon, Muraleedharan & Bhat, 
2016:87-8). Mentoring models are useful in identifying different aspects of mentoring 
processes like mentoring characteristics, mentoring dimensions, mentoring strategies 
and career development outcomes. Mentoring models are beneficial in the evaluation 
of mentoring programmes and have been developed over the years based on the 
experiences of the mentors and mentees. Both mentors and mentees experience 
advantages and challenges, and mentoring models are useful in highlighting 
advantages and addressing challenges (Akhigbe, Zolnourian & Bulters, 2017:40-43).  
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2.5.1  Transformation Mentoring Model 
 
The transformational mentoring model establishes a developmental alliance between 
the mentor and mentee. Hence, it helps in establishing person-centred approaches 
which are useful in promoting transformation. This model is based on the seven stages 
which ensure a quality relationship between mentor and mentee. This relationship is 
helpful in recognising and valuing the personal characteristics and traits of the mentor 
and mentee, and it also adopts humanistic principles (Menon et al., 2016:87-8; Irby, 
Lynch, Boswell, & Hewitt, 2017:1-4).  
 
2.5.2  Zachary’s Mentoring Model 
 
Zachary’s mentoring model is based on four different stages, namely preparing, 
negotiating, enabling, and closing. In the preparation stage, there is a preliminary 
meeting between the mentor and mentee. The negotiating stage deals with an 
agreement between the mentor and mentee for working together. The enabling stage 
entails reflective learning of the mentee prior to the end of their relationship. The 
closing stage takes place when the mentoring agreement has been established. In 
this model, the mentor discloses most of the information to the mentee. This model is 
closely associated with evolutionary mentoring (Akhigbe et al., 2017:40-43; Bird & 
Hudson, 2015:11-21).  
 
2.5.3  The Cyclical Mentoring Model 
 
The cyclical mentoring model is appropriate for all types of mentoring; from functional 
to evolutionary. The cyclical model of mentoring is useful not only in the entire cycle 
of mentoring but also in each stage of mentoring. This model is based on five stages, 
namely conduct, focus, space, bridge, and review. There is the possibility of change 
in the sequence of stages, and an alteration in the stages is based on the focus and 
objective of the mentorship relationship. The contract stage of this model comprises 
ground rules, limits, responsibility, expectancy and the nature of the relationship 
between the mentor and mentee (Sorkness, Pfund, Ofili, Okuyemi & Vishwanatha, 
2017:1-12).  
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The focus stage of the cyclical model of nursing comprises problems, objectives, 
methods and priorities of both the mentor and mentees. This stage is applicable in the 
dissimilar manner of different types of mentoring. Functionalist mentoring entails a 
focus stage, engagement mentoring does not declare a focus stage, and evolutionary 
mentoring leaves the decision of a focus stage to the mentor and mentee. The space 
stage of the cyclical model of nursing comprises of partnership, inquiry, contest, 
containment and confirmation of both the mentor and mentee. This stage is helpful in 
exploring insensate actions underneath the relation between the mentor and mentee 
(Arnesson & Albinsson, 2017:202-2017).  
 
The bridge stage of the cyclical mentoring model consists of a consolidation of the 
mentor and mentee’s work. It also covers an exchange of information, return to original 
goals, continuous participation in the current action plans, and appraise the probable 
outcomes of the action plan. This stage is relevant to functionalist and engagement 
mentoring; however, it is inappropriate in evolutionary mentoring. The bridge stage is 
helpful for the mentees to foresee the effects of actions taken.  
 
The review is the final stage of the cyclical mentoring model. Reviewing entails 
feedback on the relationship between the mentor and mentee. The purpose of the 
review stage is to ensure qualitative improvement in the relationship between the 
mentor and mentee (Sorkness et al., 2017:1-12; Arnesson & Albinsson, 2017:202-
217).  
 
Fruitful interaction between the mentor and mentee depends on the styles, 
approaches and skills used by both the mentor and mentee. The review stage is 
applicable to functionalist and engagement mentoring; however, it is not applicable to 
evolutionary mentoring. This stage also comprises of re-contracting, which involves 
revisiting and renewing the initial contract between the mentor and mentee and 
assessing it in the current situation (Akhigbe et al., 2017:40-43; Irby et al., 2017:1-4).  
 
2.5.4  The Double Matrix Mentoring Model 
 
The double matrix mentoring model is applicable for the specific duration of the 
mentoring cycle and it does not give viewpoint over the duration of the mentoring cycle. 
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It allows a detailed analysis of the single meeting between mentor and mentee. This 
model is suitable for evolutionary mentoring and not appropriate for functionalist 
mentoring. It is most suitable in a strong and trusting relationship between the mentor 
and mentee (Seekoe, 2014:132; Bird & Hudson, 2015:11-21).  
 
Based on the stages of mentorship, mentoring models are categorised as the Career 
training and development model, the Professional relationship model, and the 
Educational model. 
 
2.5.5  Career Training and Development Model 
 
The career training and development model comprises of four stages; initiation, 
cultivation, separation, and redefinition. The initiation phase usually lasts between six 
months to one year, and in this phase the mentor and mentee get to know each other. 
According to this model, either mentor or mentee has an opportunity to select a 
mentee or mentor, respectively. The mentee has an opportunity to select a competent 
mentor, and the mentor can select a promising mentee. The cultivation phase lasts up 
to three years and it is useful in assessing the relationship established in the first 
phase. In this phase, the mentor provides career functions for the career progression 
and psychological functions for enhancing the competence of the mentee (Nowell, 
White, Benzies & Rosenau, 2017:1-12).  
 
After the maturation of the relationship between the mentor and mentee, there is the 
possibility of an occurrence of separation. Separation usually occurs after six months 
to two years after a significant change in the relationship. The redefinition stage occurs 
when a significant change in the relationship occurs. There is the possibility of turning 
this relationship into a peer relationship, like friendship. In this phase, the relationship 
can end or be altered. Also, during this phase, the mentor ends the career and 
psychological functions for the mentee (White & King, 2015:24-29; Irby et al., 2017:1-
4).  
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2.5.6  Professional Relationship Model 
 
The professional relationship model comprises of four stages; apprentice, colleague, 
mentor, and sponsor. During the apprentice stage, the mentee acquires knowledge 
and skills under the competent direction of the mentor. During the colleague stage, 
the mentee acquires all the qualities to become an independent, capable supporter, 
colleague and peer. During the mentoring phase, the mentee becomes competent to 
train subordinates. During the final stage of the professional relationship model, the 
mentee influences the organisation’s directions through sponsorship (Wise, Gautam, 
Harris, Casida, Chapman & Hammond, 2016:299-303; Bird & Hudson, 2015:11-21).  
 
2.5.7  Educational Model 
 
The educational model consists of four stages, including formal education, current 
practice, continuing education, and independence. In the first stage of this educational 
model, the mentee undergoes formal education for the projected skills and techniques. 
In the second stage, the mentee experiences real practical training and management 
styles. During the third stage, the mentee tracks continuing education to remain 
updated on the current developments in the relevant field. In this stage, the mentee is 
also capable of self-assessment to maintain professional and personal balance. In the 
fourth stage, the mentee becomes independent and capable of deciding on his/her 
future career (Meirovich, Ber, Moore & Rotschild, 2016:423-8; Bird & Hudson, 
2015:11-21).  
 
2.6  METHODS OF MENTORING 
 
Improvement in the skills and confidence of the new professional nurses depend on 
the type of mentoring employed. Moreover, goals and objectives of the mentoring 
programme and requirements of the mentees also influence the selection of the 
mentoring method. The characteristics of mentors and mentees depend on the 
methods of mentoring. In different types of mentoring, mentors and mentees share 
varying roles and responsibilities (Hur, Cho & Kim, 2018:119-130).  
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2.6.1  One-to-one Mentoring 
 
This is the most widely accepted type of mentoring in the nursing field. In one-to-one 
mentoring, an individual mentor is associated with the individual mentee for a specific 
duration of time. One-to-one mentoring usually lasts for nine months to a year. The 
relationship between the mentor and mentee is stronger in this type of mentoring 
because the mentor can give full their attention to the mentee. Pairing a mentor and 
mentee in the one-to-one mentoring depends on certain traits like experience, skills, 
shared goals, and the personality of the mentor and mentee. The duration of this 
relationship can be limitless; sometimes it can be lifelong (Nowell et al., 2017:334-
344). Functional and activity aspects in this type of mentoring are decidedly organised. 
Hence, one-to-one mentoring is associated with diverse outcomes for both the mentor 
and mentee. It is more comfortable for both the mentor and mentee, and it supports 
the development of strong relationships between them. Results of one-to-one 
mentoring are associated with both positive and negative outcomes. It is highly 
possible that a stronger bond forms between the mentor and mentee, if the mentorship 
programme is continued at home (Hur et al., 2018:119-130).  
 
  
 
 
Figure 2.3: Methods of mentoring (Adapted from Gee, 2017) 
 
2.6.2  Group Mentoring 
 
In group mentoring, one mentor is associated with multiple mentees for a particular 
duration. All the mentees working under one mentor share common goals or 
objectives. Group mentoring is more efficient in conditions where time and resources 
are first-class since it is useful in reaching a greater number of inexperienced people 
One-to-one 
Mentoring  
Team 
Mentoring  
Peer Mentoring  Group 
Mentoring  
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in a time-efficient manner. When confidence and honesty are built among all the 
members of the mentoring programme, it is more effective in gathering and dispensing 
shared knowledge and information. It helps in resolving problems of insufficient 
numbers of qualified mentors necessary for one-to-one mentoring. It results in 
extended opportunities in teaching and learning. In this method, there are varied ranks 
of mentors and mentees based on their experience and expertise (Derouin, Hueckel, 
Turner, Hawks, Leonardelli & Oermann, 2015:364-9).  
 
Usually, one to three mentors in a clinical setting are linked to several junior-level 
nurses for the mentorship programme. There is a constant flow of information and 
knowledge to the mentees without interruption because mentors share their workload 
among themselves. It promotes diversity in mentoring by endorsing diversity in the 
thinking, practice and understanding among many mentees and few mentors (Moore 
& Stichler, 2015:470-6; Nowell et al., 2017:334-344).  
 
2.6.3 Team Mentoring 
 
Team mentoring is associated with recruitment of multiple mentors for the individual 
mentee. Multisector mentors are advantageous in providing diverse skills, expertise, 
experience, perception and background. This type of mentoring is intended for a short 
duration and gets terminated after the goal has been accomplished. It is based on 
functional and activity-based aspects rather than psychosocial aspects of mentors and 
mentees (Kaminski, Meier & Staebler, 2015:182-90). Team mentoring is valuable in 
opening broader opportunities for mentees in comparison to one-to-one mentoring. 
Mentors act collectively to provide knowledge and information to the mentee; however, 
the mentee needs to endure the burden of learning and lingering in the mentorship 
programme until goals have been achieved. Mentees get an opportunity to learn 
multiple perspectives, which is helpful in advancing innovative directions to real 
practice (Woolnough & Fielden, 2017:23-38).  
 
2.6.4  Peer Mentoring 
 
Peer mentoring comes in existence when the same level of nurses provides 
information, knowledge, ideas and guidance to another same level nurse. This type of 
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relationship can be either one-to-one or group mentoring. Even though both mentor 
and mentee are on the same level, mentors have more experience in a particular 
activity as compared to the mentee (Brody et al., 2016:332-338; Ford, 2015:S107-11). 
There is an informal organisation of the mentor and mentee relationship in this type of 
mentoring programme. It is more useful in sharing and giving input in the day-to-day 
activities in clinical settings. The selection of mentors in peer mentoring depends on 
responsiveness, confidence and trustworthiness. It is also helpful in resolving 
problems and challenges which occur in the real practice (Aba, 2015:S33-S39; 
Lewinski, Mann, Flores, Vance, Bettger & Hirschey, 2017:363-369).  
 
2.6.5  E-mentoring 
 
In E-mentoring, there is no existence of physical location and face-to-face interaction 
among mentors and mentees. Communications among mentors and mentees are 
established through different media like online platforms, e-mail, video conferencing 
and telephone. In the recent past, the acceptability of E-mentoring has increased due 
to extensive use of the internet. This type of mentoring is useful for both educational 
and corporate activities. It is applicable in educational institutes, small-scale 
companies and larger corporate offices. It is more beneficial for inaccessible groups 
of mentees to counterbalance the physical presence of mentees and mentors 
(Valentin-Welch, 2016:759-767).  
 
Mentees situated in the different localities and require periodic mentoring over a 
duration of time, need E-mentoring. Both mentors and mentees need to have common 
interests in the internet for the successful implementation of E-mentoring, and 
educational institutes and corporate organisations with branches at different localities 
require this type of mentoring (Harris, Birk & Sherman, 2016:458-62). Both mentors 
and mentees should establish continuous communication and agree on an impetus 
for maintaining strong communication and relationships. E-mentoring proved to be 
more beneficial in youths (Brannagan & Oriol, 2014:128-30).  
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2.6.6  Formal Versus Informal Mentoring 
 
The selection of formal and informal mentoring depends on the roles and 
responsibilities of mentors and mentees, mentoring agreements and commitments, 
and the competency of mentors (Nowell et al., 2017: 334-344).  
 
2.6.6.1  Formal or classic mentoring 
 
Formal mentoring comprises one-to-one mentoring between a single pair mentor and 
mentee. It is a prerequisite to have both a mentor and mentee from the same 
department to establish an effective relationship for a specified period of time 
(Oluchina & Amayi, 2016:161-181; Nowell et al., 2017:334-344). Formal mentoring 
lasts approximately nine to 12 months, depending on the objectives of the 
organisation. It is the responsibility of the mentors to assist mentees in nurturing and 
progressing in their respective fields. Formal mentoring provide access to mentors 
with definite skills required by the mentees (Oluchina & Gitonga, 2016:23-29; 
Woolnough & Fielden, 2017:23-38).  
 
2.6.6.2 Informal mentoring 
 
In informal mentoring, mentees select their mentors on their own. This selection is 
usually based on a conversation between mentor and mentee; moreover, mentees 
consider mentors as their role model. In informal mentoring, the relationship between 
the mentor and mentee progresses in a natural manner. The pairing of the mentor and 
mentee in informal mentoring come into existence based on the affinity, attributes and 
interests of both mentor and mentee (Oluchina & Gitonga, 2016:23-29). There is 
formal or structured agreement between the pair. Progression of this relationship is 
solely based on the mentee and there is no formalised record of progression and 
success in this relationship. With informal mentoring, more experienced individuals 
provide psychological and career support to less-experienced individuals (Nowell et 
al., 2017:334-344).  
 
Informal mentoring is considered more successful and beneficial than formal 
mentoring; hence, mentees experience more gratification with their respective 
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mentors. It may be due to the freedom for the mentee to select their mentors. In 
informal mentoring, relationships between mentors and mentees are also 
spontaneous and deeper, which grows gradually over time. Mentees may feel more 
comfortable with the mentors and thus get more benefit from respective mentors. This 
results in more productive mentoring. Mentees’ enthusiasm and mentors’ competence 
are important factors responsible for the success of informal mentoring. It is also 
considered ‘natural mentoring’ (Du & Wang, 2017:309-328; Woolnough & Fielden 
2017:23-38).  
 
2.6.7  Reverse Mentoring 
 
Reverse mentoring is established when senior professionals are keen to acquire new 
technologies. In a few instances, junior professionals have advanced skills, knowledge 
and techniques in comparison to senior professionals (Nowell et al., 2017:334-344). It 
is useful in establishing diversity and inter-generational cooperation and coordination. 
It is also helpful in the technological advancement of the older generation which is 
mainly well versed with traditional methods. This filling of the generation gap is 
valuable in improved collaborative work. It helps in extending the career of senior 
professionals and offers significant improvement in the throughput of the organisation 
(Woolnough & Fielden, 2017:23-38).  
 
2.7  KEY COMPONENTS OF EFFECTIVE MENTORING RELATIONSHIP 
 
Socialising new nurses in professional nursing practice depends on the traditional 
master-apprentice relationship. Mentoring to novice nurses are categorised into 
different domains like (1) psychological/emotional support; (2) support for goal setting 
and career choice; (3) academic support; and (4) role modelling. Significant qualities 
of mentors that are necessary for effective relationships with mentees include 
providing feedback, knowledge, experience, accessibility, positive attitude, 
endurance, passion, reliability, guidance and problem solving. Mentors play multiple 
roles for mentees like supporter, guide, teacher, supervisor and assessor. The 
obligation of mentees in establishing effective relationships with mentors includes 
devotion, admiration, acquaintance, support and regard (Barrett, Mazerolle & 
Nottingham, 2017:152-162; Christou, Dookeran, Haas, Di Frances et al., 2017:1-6).  
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Outcomes of mentoring include evolving skills, encouraging careers, growing job 
gratification, and reducing job strain. Certain specific behaviours are responsible for 
these positive outcomes. Different studies indicated that several aspects are 
responsible for an effective mentoring relationship. These aspects include open 
communication, role modelling, goals and challenges, independence and 
collaboration, passion and inspiration, exchange of knowledge, mutual respect and 
trust, and a caring personal relationship (Ssemata, Gladding, John & Kiguli, 2017:1-
9). 
 
2.7.1  Open Communication and Accessibility 
 
Open communication, freedom of expression, easy communication methods and 
frequent interactions are helpful in improving communication between mentors and 
mentees. Mentees agree that open communication with mentors helps them in 
improving their confidence in acquiring skills. Communication also motivates them to 
augment their potential in the necessary skills (Woolnough & Fielden, 2017:81-100). 
Mentees mentioned that supportive feedback, encouragement from the mentor, 
approachability and non-judgemental nature are responsible for effective 
communication. Proactive and honest constructive criticism from the mentors is also 
advantageous in improving relationship between mentors and mentees. Mentees 
expect communication from the mentors through e-mail and telephone calls after 
working hours (Tanyi, 2017:8-102).  
 
2.7.2  Goals and Challenges 
 
Mentees mentioned that clear and precise goal settings, new expectations, new 
opportunities and identified milestones are helpful in establishing productive 
relationships between mentors and mentees. Mentors indicated that setting high, 
attainable and realistic goals for mentees are beneficial in improving the mentorship 
process. Mentors should test mentees beyond their capabilities to improve their 
interests in mentoring. Mentors should set goals for mentees based on the potential 
of mentees and by understanding the learning style of mentees (Tanyi, 2017:8-102; 
Christou et al., 2017:1-6).  
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The mentor should also set future goals for mentees in relation to their career 
development, professional development and overall personal development. Mentors 
indicated that responsibility, time management, meeting expectations and promise-
keeping about the goals are helpful in improving the confidence of mentees in their 
respective mentors (Woolnough & Fielden, 2017:81-100).  
 
2.7.3  Passion and Inspiration 
 
Mentees reported that their passion and inspiration for learning is improved by their 
mentors’ motivation for critical thinking, creativity and confidence. It leads to the 
improvement of interests in the mentee and more kinship of mentees towards mentors 
for acquiring more knowledge. Mentors should express and convey their passion for 
teaching towards the mentees; this creates an experience of openness in the 
relationship by the mentee towards the mentor (Tanyi, 2017:8-102).  
 
2.7.4  Caring Personal Relationship 
 
Mentees signalled that caring and nurturing are beneficial in developing mutual 
friendship and supportive relationships. Other than the regular mentoring task, 
mentors should devote quality time to mentees and take personal interest in the 
mentees. Mentors should give personal attention to the success or failure of their 
mentees (Woolnough & Fielden, 2017:81-100). It is mandatory for mentors to care for 
mentees and understand their feelings to establish lifelong relationships. Good 
chemistry is necessary for providing attention and psychosocial support to the mentee 
as a whole person. Haddy (2016:311-316) mentioned that mutual interest and 
admiration has a positive impact on relationships between the mentors and mentees.  
 
2.7.5  Mutual Respect and Trust 
 
Mentees reported that respect, trust and appreciation for each other are valuable for 
creating honest, trustworthy and respectful relationships between a mentor and 
mentee. If mentors believe in the mentees and respect mentees’ capability, mentees 
tend to work harder to meet their mentor’s expectations (Tanyi, 2017:8-102). It leads 
to a progression of mutual trust and respect between both parties. It results in the 
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development of relationships full of honesty and integrity. There should be two-way 
confidence and respect in such relationships (Woolnough & Fielden, 2017:81-100).  
 
2.7.6  Exchange of Knowledge 
 
Both mentors and mentees expressed that building research skills and knowledge is 
necessary for mentoring relationships. Mentees reported that mentors should give 
assurance of improvement in the skills and knowledge of mentees and transmit 
knowledge in an interesting manner. Mentees also expect that knowledge received 
from the mentors should have a real-world connection and be applicable to real 
experiences (Christou et al., 2017:1-6). Mentors stated that mentees should learn 
about idea generation and set policies for research. The transfer of knowledge from 
mentor to mentee should be transparent, and mentors should not reserve any 
information (Tanyi, 2017:8-102; Woolnough & Fielden, 2017:81-100).  
 
2.7.7  Independence and Collaboration 
 
Independence and collaboration are the two contrasting features in the relationship. 
However, both the mentor and mentee need to maintain these features in their 
relationship. Mentees should be allowed to take independent responsibility, think 
independently, and make mistakes. At the same time, mentees should be allowed to 
be part of the team, play a significant role in the team, and contribute to the group 
effort (Tanyi, 2017:8-102). Mentors believe that the provision of independence to the 
mentees results in more opportunity for mentees to gain insight into research. Mentors 
need to consider mentees as colleagues and co-authors. Also, mentors need to offer 
mentees the opportunity to participate in interactions within the larger community 
(Woolnough & Fielden, 2017:81-100).  
 
2.7.8  Role Modelling 
 
Mentees need to demand that their mentors be their role model and not just a teacher 
or boss. Mentors wish to be like role models, exhibiting ethical behaviour and revealing 
the purpose and position of research to mentees. Mentees want mentors to lead by 
example and communicate with them through model interactions. Mentors should 
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share their historical and current struggle to reduce the fear factor (Tanyi, 2017:8-102; 
Woolnough & Fielden, 2017:81-100). 
  
2.8  EFFECTIVENESS OF MENTORING RELATIONSHIP 
 
Mentoring is a vital aspect of educating nurses and nourishing leadership. It has been 
established that mentoring proved effective in career and professional development 
among novice and experienced nurse. Nursing mentorship is an art and science of 
educating new nurses and performing effective functions like inspiring, coaching, 
teaching, directing and leading the new nurse in a new workplace. It is useful in the 
smooth transition of new nurses to new workplaces with professional competency. 
Nursing is a complex profession which requires the delivery of services in terms of 
physical, emotional and psychological aspects. Hence, education is critical for novice 
nurses in terms of clinical, research, academic, emotional and psychological facets 
(West et al., 2017:66-73).  
 
The nursing profession requires a skilful, knowledgeable and technologically 
advanced workforce. Hence, in the recent past healthcare leaders and hospital 
administration have placed more emphasis on staffing a skilled workforce. Nursing 
mentoring proved useful in staffing and retaining skilled nurses and was beneficial in 
filling the gaps in the clinical and personal aspects of novice nurses. Mentoring also 
proved valuable in the professional development among novice nurses (Straus, 
Johnson, Marquez & Feldman, 2013:82-9; Gandhi & Johnson, 2016:294-303).  
 
Professional development of novice nurses includes augmented job satisfaction, 
upgraded teaching ability and skills, the elevation of collegiality and team building, and 
academic and clinical performance with improved quality. Not only mentees but also 
mentors benefit from the mentoring relationship. Mentors feel satisfied with their 
contribution to the enhancement of the nursing profession. They sense an 
improvement in the development of other processes like preceptorship, supervision 
and advising. Mentors prove themselves as dynamic educators through the mentoring 
relationship because they perform diverse functions in the transmission of knowledge 
and skills, feedback and evaluation, psychological support and role modelling for 
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nurses. Mentors also perform research and academic functions in an ethical manner 
(McAllister & Flynn, 2016:122-127).  
 
Mentoring is also useful in improving communication, connectedness and reciprocal 
learning among mentors and mentees, and other professionals in the organisation. 
The mentoring relationship is useful in lessening ambiguity and negative behaviour in 
novice nurses. It proved beneficial in reducing inner conflict among novice nurses and 
improving their positive approach to becoming experienced nurses. New nurses 
accepted that every new nurse requires a trusted mentor and it is advantageous in 
exponential improvement in their professional career.  
 
Not only mentors but also mentees are responsible for the success of the mentorship 
relationship (Clark & Casey, 2016:1095-1100; Newton, Pront & Giles, 2016:1486-
1500). Positive attitude, willingness to Excel, innate motivation and self-directed 
learning aptitude among mentees proved valuable in improving mentorship 
relationships. Mentorship is also advantageous in establishing these qualities in 
mentees and improve the adaptability of the new nurses to new workplace 
environments by circumventing personal predisposition (McBride, Campbell, Woods 
& Manson, 2017:305-314).  
 
Nursing mentorship also brought the role of the host institute into the spotlight because 
the host institute provides an accommodating and nurturing environment and 
workplace to conduct an effective nursing programme. Mentorship programmes 
encourage mentees to work independently by following all the policies and procedures 
of the organisation. Mentorship programmes provide opportunities to assess the skills 
of novice nurses and encourage novice nurses to communicate confidently with 
patients. Nursing mentoring inspires novice nurses to implement best clinical practice. 
It also has foundations like training programmes, internships and preceptorships which 
are useful in building leadership roles in novice nurses, and implementing evidence-
based practice (Walensky, Kim, Chang, Porneala, Bristol et al., 2018:108; McMains, 
Rodriguez, Peel, Yun, True & Jones, 2018:262-267).  
 
Mentors provide advice to mentees on the tough issues related to organisational 
management. It endorses professional friendships which improve staff retention. New 
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nurses are always vulnerable when working in intensive care units. The mentor 
understands this stress and educates new nurses to adjust to the exhaustive 
requirements for working in intensive care units. Mentorship programmes help novice 
nurses to improve their visibility and recognition in the clinical setting. Mentees get 
exposure to innovative ideas and diverse ways of thinking, while mentors get 
recognition as subject experts in the organisation. Moreover, mentors get an 
opportunity to develop their leadership and coaching styles. Mentorship is thus 
beneficial for the organisation to build a culture of personal and professional growth 
and development (Newton et al., 2016:1486-1500).  
 
2.9  PHASES OF MENTORING RELATIONSHIP 
 
Successful mentorship is based on the relationship between the mentor and mentee. 
Research indicated that this relationship develops in a phase-wise manner. Phases of 
the mentoring relationship include preparation, negotiation, enabling growth, and 
closure. These phases proved helpful for the mentors to find ways for providing 
effective mentoring to the mentees. Mentoring requires a strong foundation and these 
phases offered this foundation for the mentoring relationship. The phases are 
sequential, and the success of each phase is based on each other. The particular 
actions and strategies of each phase result in superior mentoring (Narendorf, Small, 
Cardoso, Wagner & Jennings, 2016:19-30). 
 
2.9.1  Preparation Phase 
 
The preparation phase is the first phase where both mentor and mentee propose the 
characteristic and specific purpose, objective, aim, goals, plan and intention of the 
mentoring relationship. The mentee identifies their purpose and needs for the 
selection of the mentor. The preparation phase assesses the interests and desires of 
both mentor and mentee for the mentoring relationship. The mentor establishes 
contact with the mentee and they exchange background information to understand 
each other better. Both mentor and mentee need to give enough time to get to know 
each other. Mentors need to share past experiences of mentoring and reveal teaching 
and developmental goals to the mentees (Narendorf et al., 2016:19-30). Both the 
mentor and mentee need to determine, agree and decide on personal expectations of 
 43 
the mentoring relationship. Outcomes and probable limitations of the mentoring 
relationship should also be outlined during this phase. Both parties are required to 
discuss teaching and learning styles, respectively. It is necessary for the mentee to 
create a learning context and build rapport with the mentor. Both mentor and mentee 
need to assess their personal interest, compatibility, adequacy of time, opportunities 
and resources for a successful mentoring relationship (Kupfer, Schatzberg, Dunn, 
Schneider, Moore & DeRosie, 2016:424-8).  
 
2.9.2  Negotiation 
 
Mentors need to assist mentees in setting their learning goals. These goals should be 
specific, measurable, attainable, realistic and timely (SMART). There should be a 
learning agreement between the mentor and mentee based on shared responsibilities 
and ground rules. Mentors need to establish certain boundaries with the mentee. 
However, plans need to be flexible because expectations can change over time with 
the progression of the relationship (Hur, 2016:127-36).  
 
2.9.3  Enabling Growth 
 
This is the phase where mentors spend most of their time with mentees. This is the 
most active phase of the mentoring relationship because in this phase, most of the 
work of the mentoring relationship occurs. This phase gives more opportunity to 
nurture learning and development. It presents an opportunity for mentees to find 
obstacles and their own path to circumvent these obstacles (Kupfer et al., 2016:424-
8). Mentors support mentees’ learning and try to resolve their challenges through one-
to-one mentoring. Mentors need to provide an open and encouraging learning 
environment to the mentees. Also, mentors need to provide thoughtful, appropriate, 
honest and productive feedback. It is a prerequisite for the mentors to give positive 
feedback to mentees and assist them in accomplishing their anticipated goals (Khan, 
Rialon, Buretta, Deslauriers, Harwood & Jardine, 2017:551-554).  
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2.9.4  Coming to Closure 
 
Coming to closure is not simply ending the relationship but is a reflection phase of the 
mentoring relationship. It is an evolutionary phase and comprises of a beginning, 
middle and an end phase. The beginning comprises of the development of closure 
protocols, the middle phase comprises of foreseeing and reporting obstacles 
encountered during the mentoring relationship, and end phase comprises of ensuring 
more positive outcomes in the mentoring relationship (Kupfer et al., 2016:424-8). 
Mentors assess positive and negative outcomes of the mentoring relationship. It is 
useful in identifying future alterations for the mentoring relationship. Both mentors and 
mentees celebrate the successes and achievements of the mentoring relationship. It 
is advantageous in implementing these learnings in other situations and relationships 
(Rakhudu, Davhana-Maselesele & Useh, 2016:e1-e13).  
   
2.10  CONCEPTUAL FRAMEWORK 
2.10.1  Mentoring and Clinical Competence 
 
Skilled nurse mentors are critical in training novice nurses. Characteristics and skills 
of mentors are observable; however, it is important for the mentors to support the 
mentees and be non-judgemental towards them. Research studies are useful in 
determining and measuring clinical competency among professional nurses. 
Competence is the integration of detailed knowledge, skills, performance, attitude and 
values (Tuomikoski & Kääriäinen, 2016:98-109). An individual is considered as 
competent when they have achieved sufficient competence to complete given tasks 
with acceptable and agreed standards. In nursing, mentor competencies are 
considered as the ability to establish effective working relationships, enabling and 
assessing learning, accountability, providing a workplace environment for learning, 
and implementing evidence-based practice and leadership. A mentor’s competence is 
required in terms of the ability to perform a fulfilling job, associated with sound clinical 
knowledge and skills, adult teaching skills, the ability to give and accept non-
judgemental feedback, effective communication, appraisal, assessment, improving 
performance of underperforming new nurses, and interactive skills (Eliades, Jakubik, 
Weese & Huth, 2016:191-2).  
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Mentors need to stimulate positive attitudes among inexperienced nurses in the 
clinical workplace. Both theoretical teaching and practical knowledge and skills are 
perquisites for attaining clinical competence in the nursing profession. Mentors need 
to bridge the gap between the theory and practice in nursing to improve competence 
in the nursing profession. However, it is essential to develop and establish different 
pedagogical tools to improve integrated implementation of theory and practice to 
improve clinical competence (McBurney, 2015:257-60).  
 
Montavlo and Veenem (2015:65-69) state that the primary aim of mentoring in the 
nursing profession is to transform novice nurses into professionally competent nurses. 
Huge demand and requirement for a competent nurse workforce in the nursing 
profession made it mandatory to produce a competent nursing workforce. The nursing 
workforce needs to take ethical and legal responsibility to attain such competency 
(Mariani & Patterson, 2015:58-61). Healthcare leaders and organisational 
management need to take responsibility to implement policies and procedures to 
develop leadership qualities in nurses. Clinical competence in the nursing profession 
directly influences patient care; thus, the intension of nursing mentoring should be to 
produce professionally competent nurses who perform their activities to fulfil clinical, 
ethical, philosophical and emotional requirements of patients (Zhang, Qian, Wu, Wen 
& Zhang, 2016:136-44). It is also helpful in improving self-confidence in nurses.  
 
Clinical competence in the nursing profession is beneficial in continuously 
transforming social requirements, and environmental and political alterations. It is also 
helpful in fulfilling the requirements of current scientific and technological 
developments. Sustained education and training for nurses are essential to attain 
professional competence (Chen et al., 2016:20-28). The nursing mentor is the person 
who takes responsibility to assess the proficiency of novice nurses and guides them 
to select specific clinical practice settings. This leads to an improvement in the clinical 
competence of novice nurses. It helps empower professional attributes and the identity 
of nurses, which enhances clinical competence (Shellenbarger & Robb, 2016:64-8).  
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2.10.2  Clinical Learning Environment and Competence 
 
Mentoring achieves a positive learning environment in clinical settings, which attain 
improved clinical skills, self-efficacy and competence in nursing professionals 
(Emanuel & Pryce-Miller, 2013:18-20). Improvement in the professional skills of the 
novice nurses augment confidence in nurses and create a basis for competency 
development. An adverse clinical environment is responsible for diminished clinical 
efficiency and competency. However, diminutive attention has been given to improve 
the clinical environment to enhance clinical efficiency and competency. Several traits 
of healthcare professionals – like vision, inquisitiveness, motivation, self-esteem, 
obligation and confidence – are responsible for improvements in the clinical 
environment. However, it is difficult to formally teach these traits to healthcare 
professionals (Antohe et al., 2016:139-44).  
 
The experience of healthcare professionals in the actual clinical practice setting 
proved beneficial in improving these traits among healthcare professionals. Hence, 
more exposure in the actual clinical practice is necessary for healthcare professionals 
to build these traits to improve the clinical environment and clinical competence. An 
awareness of these traits among healthcare professionals is essential for heightened 
development of clinical competence. It is well established that clinical competence can 
be improved not only through improvement in skills and knowledge, but also through 
the development of necessary traits and attributes in the healthcare professionals 
(Jukema, Harps-Timmerman, Stoopendaal & Smits, 2015:457-62).  
 
A positive clinical environment supports the development and implementation of 
effective nursing mentoring programmes. Suitable clinical environments reduce time, 
energy and money in the implementation of mentoring programmes in clinical settings 
which are necessary for improving nursing competency. Hence, it is essential to invest 
time and money to improve the clinical environment. Moreover, rigorous evaluation 
programmes need to be implemented for comprehensive assessments of the clinical 
environment. It assists in assessing significant contributions of the clinical environment 
in improving the clinical competency of nurses. Nurse educators provide quality clinical 
training to novice nurses because the clinical experience is the heart and soul of 
nursing education (Mikkonen, Elo, Tuomikoski & Kääriäinen, 2016:87-94).  
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Nurse educators agree that the clinical learning environment is an essential 
requirement for effective clinical training. Favourable clinical learning environments 
improve self-confidence among nurse educators to encourage competence in novice 
nurses. Both a suitable clinical learning environment and effective coaching by nurse 
educators are important to improve outcomes of nursing mentoring in the clinical 
setting. It is evident that more exposure to clinical practice boosts positive attitudes of 
nurses towards patients and improve their competence. Adequate equipment and 
enough time to perform clinical practice provide more opportunity for clinical learning 
to novice nurses. Newly hired professional nurses criticised that inadequate 
infrastructure results in inappropriate postings of the novice nurses in biased clinical 
departments. It results in insufficient support and unfair assessments, which lead to 
inadequate clinical competency development in novice nurses. Not only the physical 
environment but also moral and psychological support for novice nurses affect the 
suitability of the clinical environment for clinical learning. Novice nurses reported that 
inadequate assessment, biased judgement, negative feedback and ineffective 
communication negatively influence clinical environments (Tomietto, Comparcini, 
Simonetti, Pelusi, Troiani et al., 2016:475-82). 
 
2.11  SELF-EFFICACY THEORY  
 
The self-efficacy for clinical performance questionnaire was adopted for this study, 
and the questionnaire was based on the Self-Efficacy Theory (Bandura, 1977:191-
205). Self-efficacy refers to the self-perception of a person’s ability to perform a 
particular task effectively and competently (Bandura, 1982:122-147; Bandura, 
1989:729-735). It is further identified as the main means of individuals’ understanding 
of transactions within their environment, and it mediates between behaviour and 
knowledge. A strong sense of self-efficacy allows for persevering in efforts towards 
success. According to the theory, one’s efficacy beliefs have a strong influence on 
behaviour, and helps to determine which behaviours one chooses to perform, the 
degree of perseverance, and the quality of the performance. A person with a strong 
sense of self-efficacy will persist in a given task until they succeed, while a person with 
a low sense of self-efficacy will tend to give up on a task prematurely (Bandura, 
1997:604). 
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Self-efficacy influences career progress in nursing (Harvey & McMurray, 1994:471-
485). Competence is also believed to be related to self-efficacy (Bandura, 1995:5-38). 
Professional nurses who do not perform well clinically are likely to do so not because 
they lack nursing skills, but because they lack self-efficacy to use the skills effectively 
(Bandura, 1977:191-205). If competence is perceived, this helps to improve skills 
(Fereday & Muir-Cochrane, 2006:80-92). However, while self-efficacy has often been 
applied to nursing practice, few studies have applied it to academic performance in 
nursing; especially in clinical performance.  According to Bandura’s theory, people with 
high self-efficacy – that is, those who believe they can perform well – are more likely 
to view difficult tasks as something to be mastered rather than something to be 
avoided (Bandura, 1988:275-302).  
 
2.11.1 Self-efficacy Scale 
 
According to Chen (2001:62-83), the self-efficacy scale is a scale that measures and 
assesses the extent to which people believe they can achieve their goals despite 
difficulties. Bandura (1997:45) suggested these beliefs were behaviour and situation-
specific. He further stated that the basic principle of the item content of the self-efficacy 
scales must only represent beliefs about personal abilities to produce certain levels of 
performance. The range of professional nurses’ skills which are required varies. Thus, 
an adequate scale needs to be used for measuring professional nurses’ self-efficacy 
in clinical performance, and in this study, the self-efficacy for clinical performance was 
used based on the nursing process. The instrument description is detailed in Chapter 
3. 
 
2.12  NURSING AS A SKILL 
 
Highly skilled manpower is essential in the nursing profession. Nursing mentoring 
provides an opportunity for professional nurses to acquire nursing skills to perform 
effectively and professionally in the clinical setting. Dobrowolska, McGonagle, 
Jackson, Kane, Cabrera, et al. (2015:36-46) advise that mentoring be implemented as 
an effective strategy for providing nursing education in the clinical setting. Moreover, 
an operative strategy is necessary for the assessment of the mentoring programme to 
assess its effectiveness.  
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The nursing profession has two sides; art and science. However, it is evident that 
science is more apparent as compared to art in the nursing profession. It is obligatory 
for the nurses to know the patient’s nursing care plan, which comprises of disease 
mechanism, pathology of the disease, prescribed medicines, and management plan 
for the disease. Nurses should keep themselves updated on new policies, practices 
and procedures to provide effective nursing care to patients. Nurses need to know 
how to handle and troubleshoot of all the equipment and machines necessary in 
providing nursing care to patients. Hence, science in nursing is more obvious, and 
each nurse needs to know about it and effectively implement it based on the nursing 
process in terms of assessment, diagnosis, planning, implementation and evaluation 
(Dawson et al., 2016:180-188).  
 
2.12.1  The Art of Nursing and Nursing Process 
 
The art of nursing demands not only the need to know about nursing practice but also 
performance. It is useful in bringing science-based information to the patients in a 
more skilful manner. It is nothing but the practical application of science-based 
knowledge to provide comprehensive care to the patients in clinical practice settings. 
In the initial stage of the nursing profession, most young nursing professionals are 
more inclined towards the art than the science of the nursing profession. Nursing 
mentoring is useful in bringing balance to the art and science of nursing. In the 
healthcare sector, human nature plays an important role in providing clinical services 
to the patients; the success of art in nursing thus depends on the human nature of the 
nurses (Gilkison, Giddings & Smythe, 2016:19-32).  
 
Human nature determines the priority to provide nursing intervention based on clinical, 
emotional and psychological aspects. The art of nursing proved helpful in providing 
integrated nursing services, comprising of clinical, emotional and psychological facets. 
Patients’ requirements include food, a sense of belonging, warmth, sympathy, and 
self-actualisation. The art of nursing proved beneficial in fulfilling these requirements. 
Along with mentoring, clinical experience is also necessary to fulfil these patient 
requirements (Cleary, Visentin, West, Lopez & Kornhaber, 2018:112-120). There is 
the possibility that the art of nursing may be there in the person prior to entering the 
nursing profession, and in clinical settings, continuous interaction with patients proved 
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beneficial in stimulating the innate art of nursing (Mollahadi, Khademolhoseini, 
Mokhtari-Nouri & Khaghanizadeh, 2018:241-247).  
 
Nurses who are well equipped with the science of nursing and not well equipped with 
the art of nursing are considered as good technicians; however, they are not 
considered good nurses (Ward & Barry, 2016:107-113).  
 
Therefore, the art of nursing is equally important in providing direct patient care. 
Hence, clinical training in the clinical practice setting is mandatory for the development 
and advancement of the art of nursing among novice nurses. Listening and 
communicating are two important factors responsible for providing effective nursing 
care, and is necessary to nurture listening and communicating in novice nurses. 
Nursing professionals feel rewarded and satisfied due to the art of nursing. Novice 
nurses need to learn collaboration and coordination with other healthcare 
professionals, which can be effectively achieved through the art of nursing. 
Professional nurses should also learn to apply the science of nursing to accomplish 
the art of nursing which is directly linked to the nursing process (Norman, 2016:668).  
 
2.12.2  Nursing as Science and Nursing Process 
 
Nursing science is defined as a branch of science which deals with the principles of 
nursing practice and implementation of nursing and its associated services. Accurate 
and organised knowledge related to nursing is necessary for the application of nursing 
as science. Nurse mentoring is necessary for acquiring nursing knowledge related to 
the nursing practice (Nelwati, Abdullah & Chan, 2018:185-192). Nursing science is 
based on theory, science and practice, and is used synonymously with the theoretic 
model and specific methodology. It is closely related to the medical science that deals 
with the study of human disease, its pathology and treatment. Nursing science deals 
with the human responses to these diseases, threats to human health, and 
management of illness. The interaction and interrelationship of individual patients with 
their environment is the basis of nursing science (Rabelo-Silva, Cavalcanti, Caldas & 
Lucena, 2017:379-387).  
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Nursing therapeutics is based on changes in the environment instead of the person. 
There are two ways to implement nursing science in nursing practice; direct and 
indirect. The transmission of knowledge to provide care to the patients occurs directly. 
However, knowledge needs to be kept confidential if this knowledge directly influences 
patients’ identity and dignity (Gilkison et al., 2016:19-32).  
 
Knowledge acquired through nursing science is useful as skilled clinical information, 
trustworthy compassion, keen observation, systematised patient management, 
complex care management, and passionate encouragement. Nursing science 
answers questions related to detection, consideration, answering and reporting of 
signs and symptoms of patients. Training in real clinical practice provides answers to 
these questions rather than theoretical teaching. Diagnosis and treatment of patients 
increasingly rely on advanced knowledge and sophisticated technologies. Integrated 
applications of both theoretical teaching and practical training linked to the application 
of the nursing process are advantageous for answering questions related to patients’ 
diagnosis and treatment (Jansen, Kim, Coenen, Saba & Hardiker, 2016:471-5).  
 
The application of nursing science is useful in raising questions, gathering information 
from team members to address these questions, putting procedures together to 
answers the questions, and analysing the data. This integrated nursing process 
through nursing sciences proved beneficial in answering questions related to both 
nurses and patients. Signs and symptoms affect patients significantly. Nurses thus 
acquire theoretical and practical knowledge for the assessment of signs and 
symptoms. However, mere self-reported symptoms are not enough to accurately 
diagnose patients, hence the importance of implementing the nursing process 
(Ballantyne, 2016:51-7).  
 
Application of other data and information is essential for making accurate diagnoses. 
Nursing science plays a significant role in the application of additional data and 
information, in addition to the self-reported diagnosis; it is beneficial in maintaining the 
balance between the high-tech and high-touch care to patients (Galatzan & 
Carrington, 2018:484-493). Nursing science is helpful in improving qualities of nurses 
like analysing, problem solving, critical thinking and communicating. It is also helpful 
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for the nurses to play diverse roles in terms of being direct care providers, researchers, 
administrators and educators (Gilkison et al., 2016:19-32).  
 
2.13  SUMMARY 
 
Relevant literature was reviewed and discussed in this chapter. From the reviewed 
literature, the development and implementation of nursing mentoring programmes 
proved beneficial for the nursing profession. An organised framework for the theory 
and practice of mentoring is an effective tool to assist newly hired professional nurses’ 
transition into their new environments. Equal contribution from both mentors and 
mentees is necessary for effective mentoring relationships. It is also evident that the 
workplace environment plays a significant role in the effective implementation of 
nursing mentorship programmes.  
 
The following chapter provides a detailed account of the research methodology that 
was used in this study. 
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CHAPTER 3 
RESEARCH DESIGN AND METHODS 
 
3.1  INTRODUCTION 
 
Chapter 3 provides a detailed description of the research methodology that was used 
in this study. This includes a full description of the purpose and objectives of the study, 
research design, methodology, sampling, inclusion and exclusion criteria, data 
collection, pilot study and data analysis. Aspects pertaining to the validity and reliability 
implemented during data collection to ensure consistent and true measurement are 
also discussed. 
 
3.2  RESEARCH HYPOTHESIS 
 
A hypothesis is a tentative statement about the relationship between two or 
more variables. It is a specific, testable prediction about what you expect to happen in 
a study (Cherry, 2018:1).  
 
Null hypothesis (HoA): There is no significant increase in the perceived clinical 
competence among newly hired registered nurses at King Saud University Medical 
City after they have participated in the mentorship programme.  
 
Alternative hypothesis (H1A): There is a significant increase in the perceived clinical 
competence among newly hired registered nurses at King Saud University Medical 
City after they have participated in the mentorship programme. 
  
Null hypothesis (HoB): There is no significant relationship between the demographic 
profile of the participants and their perceived clinical competence.  
 
Alternative hypothesis (H1B): There is a significant correlation between the 
demographic profile of the participants and their perceived clinical competence. 
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3.3  PURPOSE OF THE STUDY 
 
The research purpose is a statement of why the study is being conducted or the goal 
of the study. The purpose statement identifies the variables, population and setting of 
the study (Castilo, 2013:1669-71).  
 
The main purpose of this study was to investigate and examine the effectiveness of a 
mentorship programme implemented at KSUMC, Riyadh, Kingdom of Saudi Arabia, 
on the clinical competence of newly hired professional nurses, and to make 
recommendations for the improvement of the mentorship programme implemented at 
the university hospital to help newly hired professional nurses adapt to their new 
working environment. 
 
3.4  RESEARCH OBJECTIVES 
 
The research objectives were: 
 
• To determine the clinical competence, according to the instrument (pre-test and 
post-test), of the newly hired professional nurses in terms of assessment, diagnosis, 
planning, implementing, and evaluating after the mentorship programme. 
• To determine the correlation between the demographic profile of the newly hired 
professional nurses and their perceived clinical competency. 
• To develop and provide recommendations for the improvement of the implemented 
mentorship programme for newly hired professional nurses. 
 
3.5  RESEARCH DESIGN 
 
The research design is the conceptual structure within which the research is 
conducted; it constitutes the blueprint for the collection, measurement and analysis of 
data. Therefore, a research design can be defined as a master plan for the determined 
methods, structure, and strategy of research to establish alternative tools to solve the 
problems and minimise the variance (Mohajan, 2017:58-82). 
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In this study, a quasi-experimental quantitative research design was implemented. 
Quantitative studies comprise of measurable data, clearly stated questions, rational 
hypotheses, standardised research procedures, extraneous variable controls, and 
statistical analysis. In quantitative research designs, the researcher collects the 
objective data through different methods like surveys and questionnaires (Westervelt, 
Hing, McGovern, Banks, Carney et al., 2018:170-180). This allows the testing of 
hypotheses which are computed statistically to determine relation, cause and effect. 
In this study, the effectiveness of the mentorship programme before and after the study 
was determined, as perceived by the newly hired professional nurses. 
 
In the present study, a questionnaire was used to collect data to assess the clinical 
competency of newly hired professional nurses. In quantitative studies, it is necessary 
to use validated and standardised questionnaires to obtain reliable and reproducible 
results. A standardised SECP questionnaire, developed by Cheraghi et al. (2009:214-
21), was adopted to evaluate the clinical competence of newly hired professional 
nurses. 
  
3.5.1 Cause and Effect 
 
This study used a quasi-experimental one group pre and post-test design which  is 
considered an experimental study rather than an observational study because 
participant nurses were exposed to a mentorship programme. Experimental research 
is an objective, systematic and controlled investigation to examine the effect of a 
phenomenon on variables. Experimental studies are useful in establishing cause-and-
effect relationships (Hines, Ramsbotham & Coyer, 2016:256-94). In this study, 
participant nurses were conveniently sampled because the effect of the mentorship 
programme was evaluated on all available and same nurses prior to and after the 
implementation of the nursing mentorship programme. This study is considered a 
single centre study because it was conducted at a single university hospital. Controls 
used in this study were ‘Self Control’ because data were collected from the same 
group of participants prior to and after the implementation of the mentorship 
programme to measure the effectiveness of the mentorship programme. Cause-and-
effect relationships are helpful in establishing a relationship between the mentorship 
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programme and clinical competence of the newly hired professional nurses (Thorne, 
Stephens & Truant, 2016:451-60).  
 
3.5.2 Rigour 
 
Rigour is the striving for excellence in research and involves discipline and scrupulous 
adherence to detail and strict accuracy (Fain, 2017:4). It is, in essence, the soundness 
or precision of a study in terms of planning, data collection, analysis, and reporting 
(Castillo, 2013:1669-71).  
 
3.5.3  Bias 
 
Bias refers to any trend in the collection, interpretation, publication or review of data 
that can lead to conclusions that are systematically different from the truth (Fain, 
2017:4). In this study, bias was avoided by ensuring the data of each participant were 
coded, questions were closed-ended, neutrally worded and answer options were not 
leading. The questionnaire was generally anonymous and no names were required 
under the demographic data. Bias is considered as a systematic error which might 
occur at different phases of study, such as during the study design, the conduct of the 
study and interpretation of the results (Thorne et al., 2016:451-60). 
 
3.6  RESEARCH METHOD 
 
Research methods are the specific procedures or techniques used to identify, select, 
process, and analyse information about a study topic. It allows a critical evaluation of 
a study’s overall validity and reliability. It clearly states how data were collected and 
analysed (Chinelo, 2016:9-46).  
 
The process consists of orderly, disciplined procedures to acquire information 
including defining the population and characteristics of the population determining 
sample size, allocation and planning of data collection and analysis (Polit & Beck, 
2016:548). 
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This study used a quasi-experimental  one group pre-test-post-test design. By 
conducting a pre-test-post-test survey, the researcher was able to evaluate any 
changes in competence during the period of the programme (Rahi, 2017:1-5). 
Furthermore, any correlations between respondents’ demographic profile and 
perceived clinical competence could thus be established.  
 
The pre-test-post-test design is helpful in evaluating changes in the respondents from 
the pre-test process to the post-test process and the overall effectiveness of the 
intervention (Sanner-Stiehr, 2018:105-111; Hines et al., 2016:256-94).  
 
The pre-test-post-test design assessed the transformation of newly hired professional 
nurses to professionally competent clinical nurses using the standardised SECP 
questionnaire. Moreover, this study was helpful in appraising the effectiveness of the 
mentorship programme in improving the clinical competence of newly hired 
professional nurses (Alessandri, Zuffianò & Perinelli, 2017:1-12).  
 
3.6.1  Survey Method 
 
A survey is the most common method for data collection in pre-test and post-test study 
designs. The survey is a data collection technique which implements questionnaires 
or personal interviews for the collection of data from a particular population through 
self-reporting (Phillips, 2017:8-11). Surveys are useful for data collection through 
multiple study designs. In this study, a questionnaire was implemented to control bias. 
The questionnaire provided written self-reported responses from the participants in 
the study. Respondents were not able to elaborate on their perception during the 
questionnaire. Nevertheless, there is less chance of bias in questionnaire type data 
collection because questionnaires are presented to respondents on a regular basis. A 
questionnaire is also useful in assessing larger samples (Ponto, 2015:168-171).  
 
3.7  RESEARCH POPULATION AND SAMPLE 
3.7.1  Population 
 
The research population is the entire set of individuals having some common 
characteristics in which a researcher is interested, selected for a research study 
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(Qureshi, 2016:1). The research population should fulfil the criteria required for 
participation in the study. Members of the research population not matching the 
required criteria for inclusion in the study were not considered as part of the research 
population (Busetto, Luijkx, Calciolari, González-Ortiz & Vrijhoef, 2017:1-11).  
 
The population of a study is described as composed of two groups, namely the 1) 
target or population of interest, and 2) accessible population (Qureshi, 2016:1).  
 
3.7.1.1  Population of interest 
 
The population of interest is the target population that a researcher intends to study 
(Majid, 2018:3). It is composed of the entire group of people to whom the researcher 
wishes to generalise the findings of the study. The target population consists of people 
who meet the designated set of criteria of interest to the researcher (Qureshi, 2016:3). 
In this study, the target population was newly hired professional nurses in Saudi 
Arabia. 
 
3.7.1.2  Accessible population 
 
The accessible population is an aggregate of cases that confirm to designated criteria 
and are also accessible as subjects for the study (Qureshi, 2016:4). 
 
The accessible population in this study were newly hired professional nurses from 
KSUMC, in the first three months of employment, with a minimum of two years’ 
previous clinical experience. Rehired professional nurses and those who were 
employed for more than three months were excluded from the study. 
 
The researcher was the Head Nurse of the Neonatal Intensive Care Unit. She had 
reasonable and convenient access to the accessible population during the initial 
hospital core orientation programme. The accessed population of newly hired 
professional nurses was 146, but only 100 met the required inclusion criteria. Since 
the effect of the nursing mentorship programme was evaluated on newly hired 
professional nurses, the selected population was relevant to the study (Busetto et al., 
2017:1-11). 
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3.7.2  Research Sample, Sampling and Sample Size 
 
 
 
 
 
 
 
 
 
Figure 3.1: Sampling and data collection 
 
3.7.2.1 Sample 
 
The research sample is a representative unit of a target population, which is to be 
reviewed by the researcher during a study (Sharma, 2017:749-752). In a quantitative 
research study, researchers select samples that will allow them to achieve conclusion 
validity and generalise results (Qureshi, 2016:1).  
 
The sample characteristics of this study were newly hired professional nurses at 
KSUMC, within the first three months of their employment, with a minimum of two 
years’ previous clinical experience. Rehired professional nurses and those employed 
for more than three months were excluded from the study.  
 
3.7.2.2 Sampling  
 
Sampling is a process of selecting people from a population of interest so that by 
studying the sample there may be a fair generalisation of results back to the population 
from which they were chosen (Mujere, 2016:108). In this study, a sampling plan was 
developed, specifying in advance how study participants were to be selected and how 
many to include. The number of study participants to be included was confirmed by 
the consulted statistician. 
 
Total no of newly hired professional nurses N=146 
Study outcome Baseline data 
Post-test N=100 Pre-test N=100 
Total number of newly hired professional nurses included in 
the study N=100 
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The researcher used a convenience sampling method. Convenience sampling is a 
type of non-probability sampling that involves the sample being drawn from part of the 
population that is close to hand. In this study, all the newly hired professional nurses 
who met the study criteria were included (Polit & Beck, 2016:548-555; Lin, Yin, Lai, 
Tang, Huang & Du, 2016:1-8) 
 
During the initial hospital orientation, which is conducted routinely upon arrival of all 
new employees, the researcher introduced herself to the group of new employees, 
gave a brief description of the study and encouraged them to participate in the study 
at will. The researcher also informed prospective participants that no risks would be 
involved in the study.  
 
A sample frame of newly hired professional nurses who met the inclusion criteria was 
taken from a list of all newly hired professional nurses in the nursing office. The 
number of newly hired professional nurses was less than expected therefore the 
sample was conveniently selected from each unit/ward where the nurses were 
assigned. Table 3.1 presents the sample distribution.  
 
Table 3.1: Sample distribution  
Area of expertise Accessible population Sample population 
Surgical 27 21 
Medical 32 23 
ICU 32 26 
Theatre 15 8 
ER 17 9 
Paediatrics 18 12 
Oby-gynae 5 1 
TOTAL 146 100 
 
Individual letters of invitation to participate in the study were hand-delivered to the 
selected sample by the researcher. Instructions on where to return the responses to 
the invitation were given. 
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3.7.2.2  Sample size 
 
The sample size measures the number of individual samples measured or 
observations used in a survey or experiment (Zamboni, 2018:2). The sample size is 
one of the most significant factors in the quantitative study because it should fulfil 
criteria of statistical analysis and meet the objective of the study (Lin et al., 2016:1-8).  
In this study, it was the measure of the number of completed questionnaires. The 
recommended sample size by the statistician from the University of Johannesburg was 
150, but there were only 146 newly employed professional nurses. Out of the 146 new 
employees, only 100 were eligible to be included in the study (Refer to Table 3.1). 
 
3.8  PILOT STUDY 
3.8.1  Introduction 
 
A pilot or feasibility study is a small-scale trial which aims to test the methods to be 
used in the planned study. According to Polit and Beck (2016:548-555), the purpose 
of a pilot study is to evaluate the appropriateness and quality of the data collection 
methods. It also allows a check on whether the questionnaire length and structures 
are appropriate (Parahoo, 2014:329). The questionnaire was thus tested in a pilot 
study in the same hospital on 10 newly hired professional nurses.  
 
3.8.2  Objectives  
 
The objective of the pilot study was to evaluate the appropriateness of the 
questionnaire used for the study and to understand participants’ perception regarding 
understandability, acceptability and deliverability of the questionnaire.  
 
3.8.3  Population 
 
The pilot study population were newly hired professional nurses in Saudi Arabia and 
the accessible population in the study was the newly hired professional nurses at 
KSUMC.  
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3.8.4  Sample Criteria and Sample Size 
 
Efforts were made to recruit participants with similar inclusion and exclusion criteria 
as that of the main study. During the orientation programme, the researcher introduced 
herself to the new nurses, briefed them about the study and encouraged them to 
participate in the study at their will. A sample frame of newly hired professional nurses, 
those who met the inclusion criteria, were collected from the office. Sample 
participants were conveniently selected from their respective unit/ward.  
 
Only 10 wards/units were selected for the pilot study. One participant from each ward 
was chosen for the study. An individual invitation letter to participate in the study was 
hand-delivered to participants by the researcher. Participants were directed in terms 
of the place and time on where to address their acceptance or rejection of participation 
in the study.  
 
3.8.5  Data Collection Process  
 
Questionnaires were number coded by the researcher, and a neutral person was 
chosen by the researcher to distribute the questionnaire to the participants. Coding is 
useful in avoiding bias in data collection. Participants were asked to complete the 
questionnaire within a duration of seven days (a changeover period between day duty 
and night duty), and instructions were given on where to submit the responses. The 
pilot study feedback questionnaire was distributed to the participants, and they had 
two days to give their thorough feedback on the study questionnaire. 
 
3.8.6  Feedback Results 
 
Feedback about the study questionnaire was obtained from the ten participants. They 
reported that they took approximately 10-12 minutes for its completion. They also 
mentioned that they were comfortable with the length of the questionnaire. Feedback 
of the study questionnaire was analysed thoroughly, and it was evident that the 
questionnaire was useful in gathering the required information. Collected information 
was useful in achieving the objectives of the study. Hence, it was not necessary to 
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change the questionnaire used in the pilot study and the same questionnaire was used 
in the main study.  
 
3.8.7  Conclusion 
 
Results obtained in the pilot study indicated that the constructed questionnaire 
satisfies the requirements for readability, usability and acceptability for study 
participants. The questionnaire was deemed appropriate to effectively obtain data to 
address the research question. The results of the 10 ,pilot study participants, were 
included in the main study. 
  
3.9  DATA COLLECTION 
3.9.1  Data Collection Management 
 
The researcher obtained consent to conduct the study; first from The University of 
Johannesburg Research Committee and then from IRB at KSUMC. Consent to collect 
data from the KSUMC newly hired professional nurses was obtained from the Director 
of Nursing. The process of obtaining all required consent took approximately six 
months.  
 
3.9.2  Data Collection Process 
 
The data collection process is the gathering and measuring of information on variables 
of interest, in an established systematic fashion that provides answers to stated 
research questions, test hypotheses and evaluate outcomes. Data are collected using 
some form of instrumentation, and in this study a questionnaire was used (Chinelo, 
2016:9-46). 
 
A SECP and Likert scale-based questionnaire was used for the collection of data. Data 
were collected from 100 participants as shown on the distribution list (see Table 3.1). 
The number of newly hired professional nurses was less than initially expected, 
therefore the process of choosing participants was diverted from the initial plan. The 
initial plan was to do a random sampling but instead a convenience sampling was 
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used.  The new staff were distributed to areas of high demand and shortage, and study 
participants who met the inclusion criteria were sampled according to the distributed 
areas. Individual consent and invitation letters to participate in the study, were sent to 
participants by the researcher through hand delivery. Participants were directed on 
where to drop off invitations mentioning their acceptance or rejection for participating 
in the study. 
 
The questionnaires were distributed to each participant by a neutral person, with no 
association with the mentorship programme prior to and after its completion (the 
researcher person collecting the data was a housing administrative secretary, who 
had no idea about nursing and nursing competencies).  A marked and sealed box was 
made available in the reception area of the hospital, for the participants to deposit their 
completed questionnaires. Data were collected at the beginning and end of the 
mentorship programme; that is, after the 90-day programme duration. In total data 
collection took 3 months, from August 2018 to October 2018. 
 
3.9.3 Orientation programme 
 
Newly hired professional nurses at KSUMC go through a 90-day orientation 
programme. A newly hired professional nurse is assigned a mentor to take her through 
the entire programme duration. The contents of the programme are: 
 
• General hospital geographical orientation (each department is listed and the 
mentee signs upon visiting the areas) 
• weekly setting and evaluation of objectives by mentor and mentee 
• objectives are set based on policies and procedures to be demonstrated to the 
mentee and mentee re-demonstrates understanding. 
• common procedures and disease conditions are targeted during the programme. 
• weekly evaluation of performance report done by mentor and submitted to heard 
nurse and addressed accordingly. 
• basic competences, admission procedure, dressing procedure (sterility procedure), 
insertion of intravenous lines, management of central lines and chest tubes, vital 
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signs monitoring, basic respiratory and cardiac monitoring and etc are completed 
during the programme. 
• to sum up the success of the programme , the mentee is required to do a case study 
presentation.  
 
3.10  RESEARCH INSTRUMENT 
 
A research instrument is a measurement tool (for example, questionnaires or scales) 
designed to obtain data on a topic of interest from research subjects. 
 
3.10.1  Measurement 
 
Measurement entails assigning numbers to observations in order to quantify 
phenomena. There are two criteria for evaluating measurements in research: i) 
validity, and ii) reliability. These two criteria are the most important and fundamental 
characteristics of all research (Mohajan, 2017:4). Research is viewed as good or poor 
depending, respectively, on the strength or weakness of these two aspects. Before 
and after collecting the data, researchers need to consider the validity and reliability 
of their data to conduct good research (Sharma, 2017:749-752).  
 
In this study, a pilot study of the research instrument was conducted to ensure the 
usability and readability of the questionnaires in order to enhance the accuracy of its 
assessment and evaluations.  
 
3.10.2  Instrument Validity 
 
Validity in research is centred around the accuracy and truthfulness of scientific 
findings. It is a very important feature in a measuring instrument. It refers to the 
methodological soundness or the appropriateness of the instruments used. It is the 
ability of a measure to measure what it is supposed to measure (Polit & Beck, 
2016:548-555). It indicates how well the data collection and analysis captures the 
reality being studied.  
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An important aspect of any research should always be the degree of validity present 
in the procedures and conclusions (Cox & Simpson, 2016:215-225). In this study, the 
validity and reliability of the questionnaire were already established by previous 
research studies using the same instrument (Cheraghi et al., 2009:214-221; Yoo & 
Park, 2015:221-225; Jun & Lee, 2016:3060-3067).  
 
3.10.3  Instrument Reliability 
 
One of the main requirements of any research process is the reliability of the data and 
findings. Reliability deals with the consistency, dependability, and replicability of the 
results of any research. It is an important concept in research because it can be used 
to reduce errors during the analysis of responses to questionnaires (Polit & Beck, 
2016:548-555). It indicates that the scores of an instrument are stable and consistent.  
Reliable data are dependable, genuine, trustworthy, sure, unfailing, authentic, and 
reputable (Mohajan, 2017:3). Reliability is the strength of quantitative research. It is 
the degree to which measures are free from error, and therefore consistently yield the 
same results over repeated testing periods. It means that the operation of a study, 
such as the data collection procedures, can be repeated with the same results every 
time. Therefore, it is concerned with the consistency, stability and repeatability of the 
informants’ accounts as well as the researcher’s ability to collect and record 
information accurately (Ghasemi, Moonaghi & Heydari, 2018:7078-7085). 
 
The final scale of this study questionnaire consists of 37 items, with an overall scale 
internal reliability of alpha = 0.96; the dimensions of Cronbach’s alpha ranged from 
0.90 to 0.92. Test-retest reliability with a two-week time interval was: r = 0.94. In 
addition, concurrent validity was obtained (r = 0.73, P = 0.01).  
 
3.10.4  Instrument Description 
 
The study adopted and used the SECP questionnaire developed by Cheraghi et al. 
(2009:214-221) to evaluate the clinical competence of newly hired professional 
nurses. According to Polit and Beck (2016:548), a questionnaire is a method for 
obtaining information or data from the research respondents about knowledge, 
attitudes, beliefs and practices. The content and face validity of the items in the 
 67 
adapted questionnaire have five subscales representing the nursing process and 
include assessment, diagnosis, planning, implementation and evaluation (see 
Appendix C). 
 
The questionnaire is formatted in terms of a four-point Likert scale to prevent bias in 
its construction, and it was used to differentiate information and knowledge obtained 
by the newly hired professional nurses during the mentorship programme (Mircioiu & 
Atkinson, 2017:1-12).  
 
3.10.5  Likert Scale 
 
The Likert scale is a psychometric scale which is useful in research, and it is based 
on the questionnaire. The Likert scale is valuable in rating responses in survey 
research (Mircioiu & Atkinson, 2017:1-12). In this study, a Likert scale was used to 
rate clinical competency among the newly hired professional nurses. The Likert scale 
is useful in assessing the distinctive effects of a particular phenomenon in terms of 
points described in the scale. In the current study, the mentoring programme was the 
phenomenon and its effect was assessed by categorising newly hired professional 
nurses based on their clinical competency. Different points in the Likert scale were 
used to distinguish the clinical competency of newly hired professional nurses. In this 
study, the questionnaire was formatted in terms of a four-point Likert scale to prevent 
bias in its construction, as suggested by Wong (2014:130-143). The scale ranges from 
4 (strongly agree), 3 (agree), 2 (disagree), to 1 (strongly disagree) (Giannini, Latorre 
Mdo & Ferreira, 2016:53-8).  
 
In the Likert scale, participants need to give quantitative value to the subjective or 
objective dimensions in terms of agreement or disagreement. The Likert scale is 
bipolar in nature which is useful in measuring both positive and negative responses. 
Literature revealed that even a neutral response is mentioned in the Likert scale; 
however, in this study, neutral responses were not evaluated. After the completion of 
the questionnaire, there is the possibility of assessing responses of individual 
questions or summed responses of groups of questions. Hence, Likert scales are also 
termed ‘summative scales’ (Xue & Hauskrecht, 2017:28-35).  
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3.11  DATA ANALYSIS 
 
The analysis of the collected data was done using the IBM SPSS software. A 
statistician from Statkon, the University of Johannesburg’s centralised statistics 
centre, was consulted and agreed to conduct the statistics of the study. The data were 
entered into the Excel computer package to arrange the information. It was evident 
that analysing the data was helpful in obtaining cumulative and aggregate information. 
Statistical analysis included descriptive statistics, testing of the SECP factor using 
either confirmatory or exploratory factor analysis, measurement of internal consistency 
using Cronbach alpha, computation of factors, correlation of factors, comparison of 
competence pre and post the mentorship programme (paired-sample t-tests), and 
comparison of competency levels for demographic factors. A weighted mean for each 
item of subscale/dimension was taken and interpreted based on upper and lower limit: 
1.00-1.75 = poor, 1.76-2.50 = average, 2.51-3.25 = good, and 3.26-4.00 = excellent 
performance.  
 
Descriptive statistics is a summary of the quantitative description of the collected 
information. On the other hand, inferential statistics use data to understand the 
population. Collected information in descriptive statistics comprises of information 
about the samples and observations made. In statistics, the sample is a small subset 
obtained from the large set, and this sample is useful for making inference of the large 
set. The large set is considered the population. The statistical procedures which 
transform sample information into the population information are called ‘inferential 
statistics’ (Vetter, 2017:1797-1802). In this study, the 100 newly hired professional 
nurses who were selected were helpful in gaining inferences about the larger 
population of new nurses in Saudi Arabia.  
 
The confirmatory factor analysis assumes a particular number of factors to be 
encountered and variables which most probably load on each factor. In most studies, 
including the current study, a validated scale has been used. Confirmatory factors 
ensure that variables in the sample in the current study load onto the factors of the 
validated scale utilised in the previous study (Meng & Jin, 2017:129-134). Exploratory 
factor analysis explores relationships among variables, and it is not dependent on the 
previously fixed number of factors (Zhang, Eustace & Lopez, 2017:471-476). In this 
 69 
study, confirmatory factor analysis is more applicable because variables in the sample 
of the current study were loaded on the previously validated Likert scale.  
 
Cronbach’s alpha is a statistic tool useful in the measuring of internal consistency or 
reliability of the psychometric instrument. Using Cronbach’s alpha, multiple variables 
can be implemented to assess one-dimensional latent aspects of participants. It 
utilises several questionnaires and combines them in single numerical value 
(McNeish, 2018:412-433). In the current study, several questions were asked to get a 
single numerical value on the Likert scale to assess clinical competency among newly 
hired professional nurses.  
 
The paired-sample t-test is also termed a ‘sample t-test’. This statistical tool is useful 
in determining differences between the means of two group. In the current study, the 
t-test was helpful in comparing the average on the Likert scale pre-test data and post-
test data. Sample t-tests have one dependent and one independent variable. In this 
study, newly hired professional nurses were the independent variable and clinical 
competency was the dependent variable. More differences in the mean values of two 
groups mean a greater likelihood of statistical significance. Smaller variance in the two 
groups also produces statistical significance. The sample size also plays an important 
role in determining statistical significance. Samples with a bigger sample size tend to 
produce more stable means, which often give more statistical significance. The alpha 
level also determines statistical significance. Larger alpha levels represent lesser 
difference between the means, which reflects more statistical significance (Hazra & 
Gogtay, 2016:251-60; Kwak & Kim, 2017:144-156).  
 
3.12 SUMMARY 
 
The purpose of this study was to investigate and examine the effectiveness of a 
mentorship programme implemented at KSUMC, Riyadh, Kingdom of Saudi Arabia, 
on the clinical competence of newly hired professional nurses, and to make 
recommendations for the improvement of the mentorship programme implemented at 
the university hospital to help newly hired professional nurses adapt to their new 
working environment. Validated instruments like SECP and the Likert scale were 
implemented to evaluate the effectiveness of the mentorship programme. The final 
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outcome of the study would be helpful in evaluating the effect of the nursing 
mentorship programme to help new nurses adapt to their new environment and be 
successful in the new job.  
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CHAPTER 4 
PRESENTATION OF RESEARCH FINDINGS 
 
4.1  INTRODUCTION 
 
In Chapter 3, the philosophy guiding the study, the research design and data collection 
method were discussed. The focus of this chapter is on the results, their presentation, 
description and interpretation.  
 
The main purpose of this study was to investigate and examine the effectiveness of 
the mentorship programme implemented at KSUMC, Riyadh, Kingdom of Saudi 
Arabia on the clinical competence of newly hired professional nurses and to make 
recommendations for the improvement of the mentorship programme implemented at 
the university hospital to help new professional nurses adapt to their new working 
environment. 
 
The participants’ biographical data and scores were described using descriptive 
statistics. The differences between pre and post-intervention scores were analysed 
using t-test and a p-value of p<0.05 was considered statistically significant (Gray et 
al., 2017:523). 
 
A detailed description, analysis and interpretation of the data is presented and 
illustrated next. 
 
4.2  PRESENTATION OF FINDINGS 
 
The data were collected, as indicated in Chapter 3, using an adopted structured self-
administered questionnaire (refer to Appendix C). The researcher captured the data 
on the Excel spreadsheet and forwarded the document to a statistician at Statkon at 
the University of Johannesburg after consultation (Gray et al., 2017:523). 
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Data were analysed through a computer program, IBM SPSS 25.0 and the findings 
are presented both as descriptive and inferential statistics, in tables and figures (Kaur, 
Stoltzfus & Yellapu, 2018:60-63).  
 
4.2.1  Descriptive Statistics 
 
Descriptive analysis provides information on the basic qualities of data. It is used to 
describe and synthesise the collected raw data. It includes calculations of frequencies, 
and measures of central tendency such as mean, median, mode, and standard 
deviation (Kaur et al., 2018:60-63; Morgan, Reicht & Harrison, 2002:23). There are 
many ways to describe data, and descriptive analysis can describe what the data look 
like, and it is used to organise and summarise data in a meaningful way (Creswell et 
al., 2016:204; Gray et al., 2017:523). Descriptive statistics was employed in this study 
to describe respondents’ biographical data to ascertain if it had any influence on the 
respondents’ scores and results, summarised as figures and tables. The information 
was presented as follows: 
 
• Frequency distribution: Frequency distribution is considered as the first step in 
organising data for examination (Healy & Twycross, 2015:66-67; Morgan et at., 
2002:23), with (f) referring to the number of responses and (n) items using a four-
point Likert scale (n=100). Frequencies allow the researcher to summarise data and 
see the arrangements of the scores (Gray et al., 2017:523). 
 
• The mean (ẋ) of each item that is presented in a table format from the highest to 
the lowest mean value. The mean is the value that averages all scores in the 
frequency distribution (Scott & Mazhindu, 2014:45).  
 
• The standard deviation (SD) of each item: As a measure of how close the scores 
are centred around the mean score; standard deviation shows how well the mean 
represents all the data (Polit & Beck, 2017:361-362). A SD represents the average 
amount that a given score deviates from the mean score (Scott & Mazhindu, 
2014:45; Gray et al., 2017:523).  
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4.2.2  Inferential statistics 
 
Inferential analysis uses statistical tests to see whether an observed pattern is due to 
chance, due to the program, or intervention effects. Research often uses inferential 
analysis to determine if there is a relationship between an intervention and an outcome 
and to ascertain the strength of that relationship (Zulfigar & Bhaskar, 2016:662-669). 
According to Gray, et al. (2017:257), inferential statistics is the ability to infer findings 
to a similar context, and representativeness is important in order to infer findings. The 
researcher needs to engage in a thorough description of the sample traits of a given 
population in order to draw inferences from the greater population (O’Dwyer & 
Bernauer, 2014:228-251). In this study, inferential statistics were derived by means of 
factor analysis to determine whether an observed pattern was due to chance or due 
to the mentorship programme which was administered to the respondents (Gray et al., 
2017:257). 
 
4.2.3  Factor analysis 
 
Factor analysis is a statistical tool which is included in the SPSS package as a data 
reduction technique. It is not designed to test hypotheses or tell the researcher 
whether one group is significantly different from another (Pallant 2007:179-181); 
rather, it measures the impact of a few unobserved variables (called factors) on many 
observed variables (Humbert, 2017:1; Gray et al., 2017:257). It takes a large set of 
variables and identifies a way in which the data may be reduced or summarised using 
a smaller set of factors or components. It does this by identifying groups among 
intercorrelations of a set of variables (Pallant, 2007:179-181; Stangor, 2015:388-396). 
To assess the factorability of the data, the Kaiser-Meyer-Oklin (KMO) statistical 
measure of sampling adequacy and Bartlett’s Test of Sphericity was used (Pallant, 
2010:181-201).  
 
In this study, the KMO indicated that the strength of the relationship among variables 
was within the recommended threshold of .6 and above. The Bartlett’s Test of 
Sphericity, which tests the overall significance of all the correlations within the 
correlation matrix, was significant at P<0.001, indicating that it was appropriate to use 
the factor analytic model on the data set (Pallant, 2007:179-181; Humbert, 2017:1). 
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The factors with an eigenvalue that was greater than or equal to 1 were considered 
significant. The scree test was also applied (Pallant, 2010:181-201).  
 
The scree test is a mechanism used to verify which factors fall on the horizontal line 
and which fall on and above the elbow, thus determining which factors to keep (Gray 
et al., 2017: 253-257; Pallant, 2010:181-201). Oblique rotation was also applied to the 
generated factors to facilitate the interpretation and assess the amount of correlation 
between the given factors (Gray et al., 2017:253-257; Pallant 2007:179-181). The 
parametric Pearson’s correlation coefficient, KMO, Bartlett’s test, commonalities, anti-
image matrices, non-parametric (Spearman’s rho) were conducted and are tabulated 
later in this chapter. In this study, a factor analysis of all items in the questionnaire was 
conducted between the following aspects: 
 
• Demographic data 
• Assessment 
• Diagnosis  
• Planning  
• Implementation and 
• Evaluation  
 
4.2.4  Data distribution (Test of normality) 
 
The distribution of data is a function or listing which shows all the possible values (or 
intervals) of the data and how often each value occurs (Stangor, 2015:120-122). 
Based on the results of this study, data distribution analysis was conducted using the 
Kolmogorov-Smirnov and the Shapiro-Wilk tests. The Shapiro-Wilk test assesses 
whether the distribution of a variable is skewed or kurtotic or both. The Kolmogorov-
Smirnov test is an alternative test of normality for large samples (Pallant, 2010:62). 
The full details of the test of normality will be tabulated later in the chapter. 
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4.3  DESCRIPTION OF DATA 
4.3.1  Description of study sample 
 
The study was conducted at KSUMC, and the sample consisted of 100 newly hired 
professional nurses who met the inclusion criteria, as mentioned in the previous 
chapter. A convenience sampling method was used. After the participants were told 
in detail about the study, they all gave consent to participate and were asked to 
complete the SECP instrument (refer to Appendix C). 
 
The total accessible population was N=100, comprising 26%(n=26) males and 74% 
(n=74) females. All the questionnaires were completed and returned to the researcher 
with an acceptance rate of 100% (Drucker, Fleming & Chan, 2016:109-114). This is 
an excellent response rate considering Dillman (2000:149) states that the ideal 
response rate for surveys is 70%. Also, in comparison with a study done by Corner 
and Lemonade (2019:58-60), in their attempt to check the response rate of nurses to 
surveys they analysed 50 studies, and the response rate was very low, ranging 
between 57.4% and 71.4%. 
 
4.3.2  Analysis of demographic data 
 
Demographic information provides data regarding research participants and is 
necessary for the determination of whether the individuals in a study are a 
representative sample of the target population for generalisation purposes (Silva, 
Matos, Martinez-Pecino, 2017:19). Additionally, in this study the information was used 
to analyse if the demographic data had any influence on the candidates’ ratings. 
 
The first section of the questionnaire in this study required the respondents to indicate 
their demographical data (refer to Appendix C), and the data were statistically 
analysed and discussed as follows. 
 
4.3.2.1  Gender 
 
The number of males in this study was 26%(n=26) and females 74%(n=74) as 
indicated in Table 4.1. More female nurses were recruited compared to male nurses 
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and it seems to be a global trend, directly linked to the fact that more female student 
nurses are being trained compared to male nurses. Moreover, the profession is 
dominated by female professional nurses (Lee, Huang & Huang, 2016:1-12; Meyer et 
al., 2016:444-452; Shivers et al., 2017:58-64). In support of these findings, a study by 
Elsheikh, Alqurashi, Wahba and Hodhod (2018:2), about the Saudi workforce, found 
that 3.4% were male professional nurses and 96.6% were female professional nurses. 
Gender, in the field of nursing, plays a very important role, especially in Saudi Arabia. 
In a cross-sectional study conducted by Alboliteeh, Magarey and Wiechula (2017:7) it 
was reported that female patients prefer to receive care from female nurses, and in 
most cases do not accept care provided by men, whether they are nurses or 
physicians. In addition, female patients admitted to hospitals are placed in designated 
female wards staffed exclusively by female nurses, although they can include 
physicians of both genders (Alboliteeh et al., 2017:7). 
 
The researcher observed these findings to be true for KSUMC, and there are fewer 
male nurses compared to female nurses. Female patients are not comfortable to be 
handled by male nurses, primarily due to cultural and religious reasons. Some 
husbands are also not comfortable to let a male nurse tend to their wives (Alboliteeh 
et al., 2017: 7). The male nurses are mostly employed in the emergency departments, 
psychiatry wards, operating rooms, intensive care areas, and very few in the general 
male wards (KSUMC, nursing annual report, 2018:6-10).  
 
Table 4.1: Demographic profile of respondents 
VARIABLE  (n) (%) 
A. Age  
24-28 years 
29-33 years 
34-38years 
39-50 years 
56 
37 
2 
5 
56 
37 
2 
5 
B. Gender  
Male  
Female  
26 
74 
26 
74 
C. Civil status  
Married  
Single  
Widowed  
23 
76 
1 
23 
76 
1 
D. Ethnicity 
White  
Black  
1 
1 
1 
1 
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VARIABLE  (n) (%) 
Asian  98 98 
E. Educational 
qualification 
Diploma  
Degree  
Masters  
5 
92 
3 
5 
92 
3 
F. Nursing qualification 
BSN 
Diploma  
91 
9 
91 
9 
G. Years of clinical 
experience 
1-2 years  
3-4 years 
5-6 years 
7-8 years 
9-10 years 
11 and above years 
3 
32 
34 
21 
3 
7 
3 
32 
34 
21 
3 
7 
H. Post-basic training  
Yes  
No  
25 
75 
25 
75 
I. Computer programs 
familiar with  
Microsoft  
Other  
None  
83 
6 
11 
83 
6 
11 
J. Area of exposure / 
expertise 
Surgical 
Medical  
ICU 
Theatre  
ER 
Paediatrics  
Oby -gynae 
 
21 
23 
26 
8 
9 
12 
1 
21 
23 
26 
8 
9 
11 
1 
K. Length of experience 
in that area  
1-2 
3-4 
5-6 
7-8 
9 and above 
13 
45 
22 
15 
5 
13 
45 
22 
15 
5 
L. Have you worked in 
Saudi Arabia before?  
Yes  
No  
50 
50 
50 
50 
If yes for how long?  
Less than 1 year 
2-3 
4-5 
6-10 
1 
29 
12 
8 
1 
29 
12 
8 
 
 78 
 
Figure 4.1: Gender distribution  
 
4.3.2.2  Age 
 
The ages of the respondents in this study were between 24 to 50 years. The data 
obtained indicated that the largest group was between 24-28 years of age (56%) and 
29-33 years of age (37%). The smallest age group was between 34-38 years of age 
(2%) and 39-50 years of age (5%) (refer to Table 4.2). 
 
The retirement age for Saudi Arabian professional nurses is between 55 and 60 years 
of age. Expatriate recruitment of nurses is focused mostly on recruiting younger 
candidates with an expected length of stay of 30 years or more in the country. Fewer 
older age groups are recruited, especially for critical areas like intensive care units, 
operating rooms and emergency care services which require more experienced 
professional nurses to coach and teach the younger nurses (KSUMC, HR report 
2018:16). 
 
There is limited consensus within the literature regarding a settled criterion to define 
older or ageing workers (Feldman, Greenberg, Jaffe-Ruiz, Kaufman & Cingaralek 
2015:170-8). It is clear, globally, that a significant proportion of the nursing workforce 
has entered or is approaching the later stages of their professional working career 
0
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(Health service Executive 2017). In Ireland, 65% of nurses are over 40 years old, and 
30% are over 50 years of age. The same is true for KSUMC; though they are recruiting 
younger age groups, about 25% of professional nurses are over 40 years of age 
(KSUMC, annual report 2018). In a study by Elsheikh, et al. (2018:2) about the Saudi 
Arabian workforce, among the professional nurses who participated in their study, 
76.6% were younger than 35 years old, and 3.2% were older than 56 years old. This 
confirms the dominance of a younger age group among Saudi Arabia’s professional 
nurses. 
 
Table 4.2: Age groups  
Age groups of respondents (n) (%) 
24-28 years 56 56 
29-33 years 37 37 
34-38years 2 2 
39-50 years 5 5 
TOTAL 100 100% 
 
4.3.2.3  Ethnicity  
 
Saudi Arabia recruits from Asian countries, with most recruits coming from the 
Philippines. This is evident in this study were 98% (n=98) of respondents were Asian, 
1% (n=1) were white, and 1% (n=1) were black, as indicated in Figure 4.3. These 
results match the general distribution of the staff nurse ethnic ratio at KSUMC. The 
majority of the expatriate staff nurses are Filipinos, then Indians, blacks and the white 
staff nurses are the minority (MOH health statistics book Saudi Arabia, 2017:50). 
 
In a study by Elsheikh, et al. (2018:2), 66% of the Saudi workforce was expatriates, of 
which 65% were Asian and 1% was Western. 
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Figure 4.2: Ethnicity distribution 
 
4.3.2.4  Civil status  
 
The respondents of this study, as indicated in Table 4.3, were mostly single (76%, 
n=76); the remainder were married (23%, n=23) and widowed (1%, n=1), respectively.  
 
Table 4.3: Civil status  
Civil status n % 
Single 76 76 
Married 23 23 
Widowed 1 1 
TOTAL 100 100% 
 
The higher single status is mainly due to nursing contracts being single contracts. 
Thus, these nurses are not accompanied by partners of family members, and fewer 
married individuals are attracted to work in Saudi Arabia with the fear and or discomfort 
of separating from their families (Alyami & Watson, 2014:10-12). Family contracts are 
mostly granted to physicians and top nursing managerial positions. 
 
 
 
1%1%
98%
ETHNICITY
WHITE BLACK ASIAN
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4.3.2.5  Highest level of education  
 
Most respondents’ highest level of education was degree level at 92% (n=96), 5% 
(n=5) diploma level, and 3% (n=3) master’s level. It was essential to establish the level 
of education of the respondents to understand whether their level of education had 
any influence on their competency ratings.  
 
Table 4.4: Highest level of education  
Highest level of education (n) % 
Diploma 5 5 
Degree 92 92 
Masters 3 3 
TOTAL 100 100% 
 
4.3.2.6  Nursing qualifications  
 
The distribution of nursing qualifications, as shown in Table 4.5, indicate 91% (n=91) 
of the respondents held a bachelor’s degree of science in nursing (BSN), and 9% (n=9) 
a diploma in nursing. Generally, the recruitment of diploma qualified professional 
nurses in Saudi Arabia has declined tremendously or stopped in some organisations 
due to accreditation requirements (CBAHI accreditation 2016 yearbook). The findings 
of the study by Elsheikh, et al. (2018:2), revealed that 83% of the professional nurses 
had BSN qualifications and 17% had diploma qualifications, meaning the nursing 
diploma is being phased out gradually. In a study conducted by Almadani (2015:1), 
the Ministry of Health in Saudi Arabia stipulated the minimum requirement of a 
Bachelor’s degree for entry into nursing practice as early as 2010, and by then most 
of the nursing workforce was diploma holders. 
 
Table 4.5: Nursing qualifications  
Nursing qualification obtained (n) % 
BSN 91 91 
Diploma in nursing 9 9 
TOTAL 100 100% 
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4.3.2.6  Post-basic training  
 
The data obtained for post-basic training, as indicated in Table 4.6, shows 25% (n=25) 
of respondents held a post-basic or post-graduate diploma, and most of the 
respondents (75%, n=75) did not have any post-graduate training. Post-graduate 
diplomas in ICU and other nursing speciality areas started in 2018 at this organisation. 
Most expatriates that are recruited, especially from Asian countries, have post-
graduate specialisations or training available to them, but after graduating most nurses 
are unemployed and therefore do not have enough money to enrol for such training. 
Most work as volunteers in their countries for two years (minimum experience required 
in Saudi Arabia) then try and find employment abroad. As a general observation, 
recruitment in Saudi Arabia is based on clinical experience only.  
 
Table 4.6: Post-basic training 
 
 
4.3.2.7  Computer programs  
 
This question was asked to make sure at least all the respondents were familiar with 
one computer program. KSUMC uses an electronic system for all patient care 
documentation. This could have a negative impact on competencies if one has not yet 
acquired basic computer skills. The result expectancy was 100% familiarity with 
Microsoft office. However, as per the results indicated in Table 4.7, 83% (n=83) were 
familiar with Microsoft, 6% (n=6) fell under the ‘other program’ category, and 11% 
(n=11) were not familiar with any computer program.  
 
Table 4.7: Computer programs  
Computer program (n) % 
Microsoft 83 83 
Other 6 6 
None 11 11 
TOTAL 100 100% 
Post-basic training (have you done any 
post-basic training e.g. ICU course) 
(n) % 
Yes 25 25 
No 75 75 
TOTAL 100 100% 
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The 11% is doubtful because it is hard to believe that a qualified nurse has no 
computer literacy, especially since most respondents were from high technology 
countries like the Philippines. It is most likely that the question was not understood or 
was answered inaccurately. In a study conducted by Topkaya and Kaya (2015:141-9) 
in Istanbul University, the conclusion was that nurses showed a positive attitude 
towards computer usage and most nursing education programmes required one to be 
computer literate. Most nursing organisations, especially in Saudi Arabia, have 
adopted the use of computerised documentation programmes. The positive nurse 
attitudes towards computers in healthcare provide a good basis for the introduction of 
technological developments, which represents a vital process for improving and 
restructuring healthcare, even though it is still necessary to support nurses to expand 
their computer skills (Milutinovic, Elizabeta & Ciric, 2018:21-27). 
 
 
Figure 4.3: Computer programs  
 
4.3.2.8  Area of exposure /expertise 
 
Data obtained, as indicated in Table 4.8, shows more respondents were exposed to 
the ICU, namely 26% (n=26) of the total respondents, followed by medical wards 
(23%, n=23) and surgical wards (21%, n=21). The least was obstetrics and 
gynaecology with 1% (n=1) respondents. While more nurses could have been 
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recruited, the area of recruitment had few midwives who applied for employment. 
Recruitment of professional nurses at KSUMC is based on needs and demands. More 
nurses are recruited for high demand areas and vice versa at any given time. 
 
Table 4.8: Area of exposure/expertise 
Current area of exposure /expertise (n) % 
Surgical 21 21 
Medical 23 23 
ICU 26 26 
Theatre 8 8 
ER 9 9 
Paediatric 12 12 
Oby – gynae 1 1 
TOTAL 100 100% 
 
4.3.2.9  Years of clinical experience 
 
Generally, the minimum years of experience required for expatriates to qualify for 
recruitment in Saudi Arabia are two years (KSUMC recruitment policy and procedure, 
2017; MOH health statistics 2017:1). Of late, it looks like the requirement has been 
relaxed based on the availability of applicants, and needs and demands analysis per 
area. The respondents of this study proved this point with 3%(n=3) of respondents 
having two years and less experience, and the hospital generally does not recruit 
candidates with less than two years’ experience. As indicated in Table 4.9, the sample 
distribution shows more respondents fell under the 5-6 years’ clinical experience 
category at 34% (n=34), followed by the 3-4 years category at 32% (n=32), and then 
the 7-8 years’ category at 21% (n=21). Three percent (n=3) of respondents had 9-10 
years’ experience, and 7% (n=7) had 11 years and longer; most expatriates return to 
their countries once they have approximately 9 years of experience. The average stay 
of expatriates in the Kingdom is 5-10 years, especially among Westerners (MOH 
health statistics 2017:1).  
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Table 4.9: Years of clinical experience  
Years of clinical experience (n) % 
1-2 years 3 3 
3-4 years 32 32 
5-6 years 34 34 
7-8 years 21 21 
9-10 years 3 3 
11 and above years 7 7 
TOTAL 100 100% 
 
4.3.2.11  Length of experience in area of exposure or expertise 
 
The length of experience in area of exposure or expertise, as shown in Table 4.10, 
clearly indicates that most respondents (45%, n=45) belong to the 3-4 years category. 
There were fewer respondents in the 9 years and above category (5%, n=5). 
 
The recruitment requirements for expatriates in Saudi Arabia, generally, is a minimum 
of 2 years in the area of experience or exposure. Most recruited expatriates thus work 
in their home countries to gain the required 2 years’ experience; thereafter, they 
relocate to countries where they can get a higher salary. As observed by the 
researcher, most post-graduate Filipinos work in their country on a voluntary basis to 
gain experience without salary, which is why there are more nurses with 3-4 years’ 
experience. The observed trend is, after working in Saudi Arabia for 5-6 years, most 
Asian expatriates relocate to Western countries for better employment packages, 
especially seeking family contracts, hence there were fewer respondents in the above 
6 years category. In a study by Aljohani and Alomani (2018:140), found a high turnover 
rate among Filipino nurses employed by MOH in Saudi Arabia, and the main reasons 
were being poor accommodation, high nurse to patient ratios, and low salary. The 
other contributory factor for high turnover among Asian expatriates could be that 
nurses from Western countries tend to be treated more favourably than nurses from 
elsewhere, in terms of payment and privileges. This causes some nurses to move to 
developed countries, such as the USA, Canada and the UK, to find a more satisfying 
working environment (Alyami & Watson, 2014:10-12). 
 
 
 86 
Table 4.10: Area of exposure or expertise length of experience 
Length of experience in area of exposure 
/expertise 
(n) % 
1-2 years 13 13 
3-4 years 45 45 
5-6 years 22 22 
7-8 years 15 15 
9 years and above 5 5 
TOTAL 100 100% 
 
4.3.2.12  Length of previous work experience in Saudi Arabia  
 
It was essential to establish if the respondents’ previous work experience in Saudi 
Arabia would have any influence on their level of competencies or their rating. Of the 
100 study respondents, 50 had no previous work experience in Saudi Arabia. Out of 
the remaining 50 respondents, one had less than one-year experience, 29 had 2-3 
years’ experience, 12 had 4-5 years’ experience, and 8 had 6-10 years’ previous 
experience in Saudi Arabia. 
 
Table 4.11: Previous experience in Saudi Arabia 
Years of previous experience 
in Saudi Arabia 
Frequency (n) Valid % 
Nil 50 50 
Less than 1year 1 2 
2-3 years 29 58 
4-5 years 12 24 
6-10 years 8 16 
Total 100 100% 
 
4.3.2.13  Demographic profile summary 
 
These tables and figures presented the demographic profile of the respondents. 
Results show that most respondents were females (74%) and single (76%). Nearly all 
the respondents were Asian (98%). In terms of educational qualification, nearly all 
were BSN degree holders. Seventy-five percent had not received any post-basic 
training. In terms of computer literacy, 83% knew how to use Microsoft platforms. They 
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worked in various workstations, including the ICU (26%), medical wards (23%), and 
surgical units (21%). The respondents were young, and most were in the 24 to 29 
years age bracket. This relates to minimal work experience of 1 to 5 years. About 25% 
of the respondents, however, had working experience between 6 to 10 years.  
 
4.3.3  Measures that determine the level of clinical competency among 
professional nurses 
4.3.3.1  Assessment as a measure of nursing clinical competency 
 
Assessment was one of the first measures that determined the level of clinical 
competency among professional nurses. Assessment, as indicated in Table 4.12, 
comprised of 12 questions (A1 - A12) and it was the same set of questions for both 
the pre- and post-test. Assessment had a Cronbach alpha of 0.921, as indicated in 
Table 4.17. 
 
In the range of questions, A4 had the highest mean value (x̄ 3.34; SD .555), where 
most respondents (58%, n=58) indicated they agreed they could collect objective data 
related to patient health conditions in the pre-test phase. A5 obtained the lowest mean 
value (x̄3.09, SD .356) of which 1% (n=1) of respondents strongly disagreed on their 
ability to collect data by the restoration of patients’ energy on the pre-test assessment. 
The pre-test results indicate a high rating from the respondents before the mentorship 
programme. On the post-test results, A8 had the highest mean value (x̄3.60, SD 
0.532), of which 62% (n=62) of respondents strongly agreed they can document 
collected data based on patients’ health condition. Of the 62%, 29% of respondents 
shifted from ‘agree’ during the pre-test, to ‘strongly agree’ during post-test, which 
revealed significant high scoring.  
 
A5 rated the lowest with a post-test mean value of x̄3.24, SD0.95; 70% of respondents 
agreed they could collect data based on patients’ energy, 27% strongly agreed and 
3% disagreed. On the pre-test results, 1% strongly disagreed.  
 
In a descriptive retrospective study by Ojewole and Samole (2018:97-103), the 
utilisation of the nursing process was analysed and results showed that fewer than 
25% of the admission records included the nursing assessment. Comparing these 
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results and the responses of the respondents in this study, it appears nurses tend to 
agree they are able and have good theoretical knowledge of the nursing process but 
do not comply or fail to perform it practically (Zamanzadeh et al., 2015:411-419). A 
cross-sectional study on the implementation of the nursing process by Miskir and 
Emishaw (2018:1-9), also revealed assessment and diagnosis was implemented by 
42.1% of respondents.  
 
Table 4.12: Assessment pre and post results 
Assessment: pre results  Assessment: post results 
 
Strongly 
disagree 
disagree agree 
Strongly 
agree 
total  
Strongly 
disagree 
 
disagree agree 
Strongly 
agree 
total 
 
 
 n % n % n % n % n/%  n % n % n % n % n/% 
A1. I can collect 
significant data by 
physical assessment. 
   1 1 65 65 34 34 100      57 57 43 43 100 
A2.I can collect 
relevant data by 
taking patient’s 
history. 
   3 3 65 65 32 32 100      58 58 42 42 100 
A3.I can collect data 
by organizing time 
available 
   9 9 56 56 35 35 100    2 2 52 52 46 46 100 
A4.I can collect 
objective data related 
to patient health 
condition. 
   4 4 58 58 38 38 100      58 58 42 42 100 
A5.I can collect data 
by restoration of 
patient’s energy 
 1 1 7 7 73 73 18 18 100    3 3 70 70 27 27 100 
A6.I can collect 
subjective data 
related to patient 
health condition. 
   6 6 67 67 27 27 100    2 2 62 62 36 36 100 
A7.I can see 
relationships among 
pieces of data that 
were collected from 
variety of sources. 
   5 5 72 72 23 23 100    2 2 66 66 32 32 100 
A8.I can document 
the collected data 
based on patient 
health condition. 
   3 3 64 64 33 33 100    2 2 36 36 62 62 100 
A9.I can analyse the 
collected data based 
on patient health 
condition. 
   3 3 68 68 28  99    1 1 54 54 45 45 100 
A10.I can identify 
patient’s health 
   1 1 70 70 29 29 100      52 52 48 48 100 
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Assessment: pre results  Assessment: post results 
 
Strongly 
disagree 
disagree agree 
Strongly 
agree 
total  
Strongly 
disagree 
 
disagree agree 
Strongly 
agree 
total 
concerns in the care 
process. 
A11.I can set priority 
of patient’s problems 
based on patient 
health condition. 
   1 1 67 67 32 32 100      58 58 42 42 100 
A12.I can identify 
patient’s strengths in 
the care process 
   6 6 69 69 25 25 100    3 3 62 62 35 35 100 
 
The least, pre-test rated was D2 with a mean value of (x̄ 3.25, SD 0.502), of which 
69% of respondents agreed they could formulate a nursing diagnosis based on 
contributing and related factors of patients’ problems, 28% strongly agreed, and 3% 
disagreed. 
 
The post-test diagnosis results reveal D3 as the most rated with a decrease of ‘agreed’ 
from the pre-test 63% to the post-test 57%. There was also an increase of ‘strongly 
agree’ on the post-test from 34% to 43%, respectively. In a study conducted by 
Zamanzadeh, et al. (2015:6), determination of the nursing diagnosis is one of the 
challenges faced by nurses performing the nursing process. Most nurses have good 
theoretical knowledge of how to reach a diagnosis but cannot perform it practically. In 
this study, most respondents rated themselves as being able to formulate a nursing 
diagnosis, but the question remains, are they doing it? On the same aspect, a study 
conducted by Ojewole and Samole (2018:97-103) found that less than 25% of the 
analysed patient records upon admission included a completed nursing diagnosis. The 
highest phase of the nursing process recorded though, was the nursing diagnosis, 
followed by nursing assessment. Another study by Miskir and Emishaw (2018:1-9), 
also showed low compliance in implementing the nursing diagnosis. In a cross-
sectional study by Hagos, Alemsegel, Bulcha, Behe and Aregay (2014:2-8), the results 
showed most nurses have no knowledge on nursing diagnosis, 30% mentioned actual 
nursing diagnosis, 24% mentioned risk diagnosis, and 2% mentioned possible nursing 
diagnosis. 
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4.3.3.2  Diagnosis as a measure of clinical nursing competency 
 
Diagnosis was the second measure of clinical competency and contained three 
questions, D1 to D3 for both pre and post-test results, and a Cronbach alpha of 0.858, 
as displayed in Figure 4.17. All three questions were included in the analysis. The 
most pre-test rated was D3, with a mean value of (x̄3.31, SD 0.528), were 63% of 
respondents agreed they could arrange nursing diagnosis based on set priorities and 
34% strongly agreed on the same item; 3% disagreed. 
 
Table 4.13: Diagnosis pre and post results 
Diagnosis: pre results  Diagnosis: post results 
 
Strongly 
disagree 
disagree agree 
Strongly 
agree 
total  
Strongly 
disagree 
 
disagre
e 
agree 
Strongly 
agree 
total 
 
 
 n % n % n % n % n/%  n % n % n % n % n/% 
D1.I can 
formulate 
nursing 
diagnosis based 
on the collected 
data. 
   4 4 62 62 33 33 100    2 2 57 57 41 41 100 
D2.I can 
formulate 
nursing 
diagnosis based 
on contributing 
and related 
factors of 
patient’s 
problems 
   3 3 69 69 28 28 100    2 2 60 60 38 38 100 
D3.I can arrange 
nursing 
diagnosis based 
on set priorities 
   3 3 63 63 34 34 100      57 57 43 43 100 
 
 
4.3.3.3  Planning as a measure of clinical nursing competency 
 
Planning was the third measure of clinical competency and it contained six questions 
from P1 to P6. All six questions were included in the analysis of the results. Table 4.14 
shows the planning pre- and post-test results. Planning obtained a Cronbach alpha 
result of 0.890 as displayed in Figure 4.17. The questions P1 and P3 obtained the 
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least mean values of x̄3.15 with std deviation of SD 0.522 for P1 and SD 0.502 for P2. 
P1’s pre-test showed 7% of respondents disagreed they can formulate overall goals 
of patients care plans while 71% agreed and 22% strongly agreed. Post-test results of 
P1 revealed 3% of respondents disagreed, 66% agreed, and 31% strongly agreed with 
the statement. 
 
The highest-rated was P6 with a mean value of x̄3.21 and std deviation of SD 0.480. 
Three percent of respondents in the pre-test phase disagreed they can develop a 
patients’ daily care plan based on set priorities, 72% agreed, and 24% strongly agreed 
with the statement. A shift is noted on the same item on the post-test results with 1% 
disagreeing, 55% agreeing and 44% strongly agreeing they are able to develop 
patients’ daily care plan based on set priorities. 
 
In this study, 99% of respondents agreed and strongly agreed they were able to plan 
their patient care. Being able to perform a task and actually getting to perform it is 
different. In a study by Miskir and Emishaw (2018:1-9), 71.6% of their respondents 
reported that nursing interventions were identified and documented in the plan of care, 
though they did not always contain enough details and were incomplete. Of the 
respondents, 47% admitted they always plan their care. In a cross-sectional study by 
Hagos, et al. (2014:2-8), which assessed the application of the nursing process, the 
findings showed that the majority of respondents did not know all the components 
required for the nursing care plan, 96% failed to list developing a care plan, and 81.5% 
failed to mention setting priorities. 
 
Table 4.14: Planning pre and post results 
Planning: pre results  Planning: post results 
 
Strongly 
disagree 
disagree agree 
Strongly 
agree 
total  
Strongly 
disagree 
 
disagre
e 
agree 
Strongly 
agree 
total 
 
 
 n % n % n % n % n/%  n % n % n % n % n/% 
P1.I can formulate 
overall goals of 
patients care plan 
   7 7 71 71 22 22 100    3 3 66 66 31 31 100 
P2.I can formulate 
short-term goals of 
patients care plan 
   7 7 65 65 27 27 100    3 3 63 63 34 34 100 
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Planning: pre results  Planning: post results 
 
Strongly 
disagree 
disagree agree 
Strongly 
agree 
total  
Strongly 
disagree 
 
disagre
e 
agree 
Strongly 
agree 
total 
P3.I can formulate 
long-term goals of 
patients care plan 
   6 6 73 73 21 21 100    2 2 70 70 28 28 100 
P4.I can formulate 
measurable 
outcomes based on 
goals 
   6 6 72 72 22 22 100    2 2 61 61 37 37 100 
P5.I can develop 
patient’s daily care 
plan based on goals. 
   3 3 78 78 19 19 100    1 1 60 60 39 39 100 
P6.I can develop 
patient’s daily care 
plan based on set 
priorities 
   3 3 72 72 24 24 100    1 1 55 55 44 44 100 
 
 
4.3.3.4  Implementation as a measure of clinical nursing competency 
 
Implementation was the fourth measure of clinical competency and contained 10 
questions, I1 to I10. Implementation obtained a Cronbach alpha of 0.911, as indicated 
in Figure 4.17. The most rated item was I8, which obtained a mean value of x̄3.44 and 
SD 0.520. In response to this item, on the pre-test results, 2% of respondents 
disagreed, 53% agreed and 44% strongly agreed with the statement. On the post-test 
results of the same item, 2% disagreed,61% agreed and 37% strongly agreed with the 
statement.  
 
The least rated was I9 (I can design teaching strategies for discharge of patient), which 
obtained a pre-test mean value of x̄ 3.18 and a std deviation of SD 0.521. In response 
to this item’s pre-test results, 3% of respondents indicated they disagreed, 78% agreed 
and 19% strongly agreed with the statement. As indicated on the post-test results of 
the same item, 1% disagreed, 60% agreed, and 39% strongly agreed with the 
statement. 
 
In this study, most respondents either agreed or strongly agreed they were able to 
implement the care plan. Most research studies conducted in this regard seem to have 
produced different results. For example, in a cross-sectional study by Hagos, et al. 
(2014:2-9), the respondents did not have an appreciable awareness about the 
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implementation and evaluation of the nursing care plan. In another study by Mbithi, 
Mwenga and Karonjo (2018:25-30), 6% of the respondents strongly agreed that they 
used the implementation step, 8% agreed, and 29.4% disagreed, and 44.6% strongly 
disagreed to using the implementation step. 
 
Table 4.15: Implementation pre and post results 
Implementation: pre results  Implementation: post results 
 
Strongly 
disagree 
disagree agree 
Strongly 
agree 
total  
Strongly 
disagree 
 
disagree agree 
Strongly 
agree 
total 
 
 
 n % n % n % n % n/%  n % n % n % n % N/% 
I1.I can follow the 
direction of patient’s 
care plan to achieve 
setting goals 
   5 5 66 66 29 29 100    3 3 53 53 44 44 100 
I2.I can take care of 
patient based on set 
priorities 
   2 2 59 59 38 38 100    1 1 51 51 48 48 100 
I3.I can carry out 
patient’s care plan 
based on available 
resources 
   3 3 65 65 32 32 100    2 2 53 53 45 45 100 
I4.I can explain each 
nursing intervention 
to patient or family 
members before 
carrying it out 
   5 5 67 67 27 27 100    1 1 62 62 37 37 100 
I5.I can collaborate 
with patient or family 
members in 
implementation of 
daily care plan 
   5 5 66 66 29 29 100    3 3 57 57 40 40 100 
I6.I can make decision 
based on my previous 
experiences in similar 
situation 
   6 6 63 63 31 31 100    2 2 63 63 35 35 100 
I7.I can seek help of 
mentor or staff in 
difficult situations 
   2 2 60 60 38 38 100    1 1 43 43 56 56 100 
I8.I can improve my 
skills based on 
mentor and staff 
feedback. 
   2 2 53 53 44 44 100    1 1 42 42 57 57 100 
I9.I can design 
teaching strategies 
for discharge of 
patient 
   6 6 71 71 23 23 100    2 2 68 68 30 30 100 
I10.I can document 
and report daily 
clinical work 
   5 5 65 65 29 29 100    2 2 57 57 41 41 100 
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4.3.3.5  Evaluation as a measure of clinical nursing competency  
 
Evaluation was the fifth measure of clinical competency and contained six questions, 
E1 to E6. Evaluation obtained a Cronbach alpha of 0.910, as displayed in Figure 4.17. 
The most rated evaluation items were E1 and E2 with the same mean value of x̄3.32 
and a std deviation of SD 0.549. In response to item E1, as indicated in Table 4.16, 
4% disagreed with the statement, 60% agreed and 35% strongly agreed before the 
intervention. After the intervention, 2% disagreed, 45% agreed and 53% strongly 
agreed with the statement and the increment in the strongly agree percentage is 
related to the intervention. 
 
The least rated evaluation items were E5 and E6 with the same mean value of x̄3.15, 
an E5 std deviation of SD 0.544 and an E6 SD 0.581, respectively. 
 
In response to E6, 10% of the respondents disagreed with the statement, 63% agreed, 
and 25% strongly agreed pre-intervention, as shown in Table 4.16. Post-intervention, 
on the same item 3% disagreed, 63% agreed and 34% strongly agreed with the 
statement. These results show a significant shift in percentages after intervention. 
 
A study by Mbithi, et al. (2018: 25-30) found that very few respondents had knowledge 
of the utilisation of the evaluation step. In another study by Hagos, et al. (2014:2-8), 
the respondents had limited knowledge about evaluation; 65.5% of their respondents 
failed to answer the question regarding evaluation. In this study, most respondents 
seemed to agree they are able to evaluate the patients’ planned care. 
 
Table 4.16: Evaluation pre and post results 
Evaluation: pre results  Evaluation: post results 
 
Strongly 
disagree 
disagree agree 
Strongly 
agree 
total  
Strongly 
disagree 
 
disagree agree 
Strongly 
agree 
total 
 
 
 n % n % n % n % n/%  n % n % n % n % n/% 
E-1. I can evaluate 
whether patient’s 
desired results were 
achieved 
   4 4 60 60 35 35 100    2 2 45 45 53 53 100 
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Evaluation: pre results  Evaluation: post results 
 
Strongly 
disagree 
disagree agree 
Strongly 
agree 
total  
Strongly 
disagree 
 
disagree agree 
Strongly 
agree 
total 
E2.I can evaluate how 
nursing interventions 
were carried out 
   4 4 59 59 35 35 100    3 3 44 44 53 53 100 
E3.I can find the point 
of breakdown in the 
steps of nursing 
process 
   6 6 69 69 24 24 100    5 5 57 57 38 38 100 
E4.I can decide about 
continuing or 
modifying care plan 
based on patient’s 
prognosis 
   4 4 73 73 22 22 100    1 1 65 65 34 34 100 
E5.I can decide about 
changing outcome 
based on patient’s 
prognosis 
   8 8 68 68 23 23 100    2 2 67 67 31 31 100 
E6.I can decide about 
adjusting setting 
priorities based on 
patient’ prognosis 
   10 10 63 63 25 25 100    3 3 63 63 34 34 100 
 
4.3.3.6  Summary of nursing process as a measure of nursing competency 
 
The previous tables show the results of the respondents’ ratings on assessment, 
diagnosis, planning, implementation and evaluation. From the studies that were 
analysed, different challenges were identified in performing the nursing process. The 
challenges included a difference in attitudes towards the nursing process, lack of 
awareness, intangible understanding of the nursing process, and noncompliance in 
the implementation of the nursing process (Zamanzadeh et al., 2015:411-419). A 
study by Mbithi, et al. (2018 25-30) showed that more than two-thirds of the nurses 
had poor knowledge of the nursing process. It appears the nursing process is a 
challenge in the nursing profession; nurses are conversant about it but fail to put it into 
practice. Most nurses thus have good theoretical knowledge about the nursing 
process but fail to perform it practically (Zamanzadeh et al., 2015:411-419). In this 
study, most respondents (based on their scores) do not seem to have a problem in 
performing the nursing process practically. More research needs to be conducted to 
determine their knowledge of the nursing process steps to ensure satisfactory 
conclusive results. 
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4.3.4  Reliability analysis 
 
The reliability of a measuring instrument is defined as the ability of the instrument to 
consistently measure the phenomenon it is designed to assess. Reliability therefore 
tests consistency (Hajjar, 2018:27-38). 
 
To have confidence in a measure, its reliability needs to be tested; that is, the degree 
to which it is error-free. The type of reliability used in this study is internal consistency 
reliability, the Cronbach’s alpha, which is the degree to which multiple measures of 
the same item agree with one another (Namdeo & Rout, 2016:1371-1374) or how 
closely related a set of items are as a group. It is a measure of the scale of reliability 
or a coefficient of reliability (or consistency) (Chetty & Datt, 2015:1). A reliability 
coefficient or Cronbach alpha of .70 and above is good, .80 and above is better and 
.90 and above is the best. Cronbach’s alpha is commonly used to assess the internal 
consistency of a questionnaire that is made up of multiple Likert-type scales and items 
thus relevant and significant for the study (Hajjar, 2018:27-38). 
 
In this study, an item analysis was conducted to test the reliability of each factor. 
According to Namdeo and Rout (2016:1371-1374), satisfactory internal consistency 
should at least be higher than .7 with .9 rated as an excellent score value though it is 
argued that a high value of alpha offers limited evidence of the reliability of a research 
instrument (Taber, 2016:1-24).  
 
All five identified factors had a high rating for reliability. The Cronbach’s alpha for 
assessment, diagnosis, planning, implementation and evaluation were .991, .852, 
.890, .911 and .910 respectively, as seen in Table 4.17. Values suggest that items 
have a relatively high internal consistency meaning the questionnaire is accurately 
measuring the variables of interest (Taber, 2016:1-24). Also, a participant who 
answers a survey question positively is more likely to answer other items positively. 
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Table 4.17: Cronbach’s alpha  
Measure of nursing 
clinical competency 
Cronbach's Alpha 
Cronbach's Alpha 
Based on 
Standardised Items 
N of Items 
Assessment 0.921 0.922 12 
Diagnosis 0.858 0.858 3 
Planning 0.890 0.892 6 
Implementation 0.911 0.911 10 
Evaluation 0.910 0.911 6 
 
4.4  INFERENTIAL STATISTICS 
 
Inferential statistics permit generalisation from samples to the population and 
increases the significance of the findings, as discussed earlier in this chapter. 
 
4.4.1  Exploratory factor analysis  
 
Exploratory factor analysis is a statistical method employed to increase the reliability 
of the scale by identifying inappropriate items that can be removed and the 
dimensionality of constructs by examining the existence of relationships between 
items and factors when the information of the dimensionality is limited (Maskey & 
Nguyen, 2018:91-111). In much simpler terms, it determines to what degree individual 
items measure something in common, such as a factor (Gerber & Price, 2018:303-
315). It is a data reduction process aimed at reducing data from many items to a limited 
number of items (Santos & Lima, 2017:215). 
 
In this study, five factors were identified. The identified factors were, 1) assessment 
which consisted of 12 items, 2) diagnosis with three items, 3) planning with six items, 
4) implementation with 10 items and 5) evaluation with six items (see Table 4.17). The 
statistical measures which were generated to assess the factor ability of the data were 
the Bartlett’s Test of Sphericity and the KMO measures of sampling adequacy. In this 
study, the KMO and the Bartlett test of sphericity scored significantly good sampling 
adequacy values which meant factor analysis was suitable.  
 
 98 
The KMO measure verified the sampling adequacy for the analysis. All five factors had 
a KMO above Kaiser’s recommended threshold of .6 (Kaiser, 1974:111-17). 
Assessment had a KMO of .888, diagnosis .727, planning .824, implementation .862, 
and evaluation .859; and all had a Bartlett test of sphericity of p< .001. Inspection of 
the correlation matrix revealed the presence of many coefficients of .3 and above. 
Therefore, correlations between items were large enough for factor analysis (Pallant, 
2007:126-141).  
 
The diagonals of the anti-image correlation matrix were analysed, and the values were 
all over .6, and the commonalities were all above .3, further confirming that each item 
shared some common variance with other items. Given these overall indicators, factor 
analysis was deemed to be suitable. 
 
4.4.2  Total variance explained - factor loadings as per eigenvalues 
 
An initial analysis was run to obtain eigenvalues for each factor in the data. In factor 
analysis, eigenvalues are used to condense the variance in a correlation matrix. The 
factor with the largest eigenvalue has the most variance, down to the factors with small 
or negative eigenvalues that are usually omitted from solutions (Tibanchnik & 
Fidell,1996:646). 
 
When factor analysis is done, there are different ways of extracting and rotating data 
to get the maximum solution. In this study, principal axis factoring was used to extract 
data, and extraction was used with the assumption that extracted multiple factors will 
be related to each other. The Oblim with Kaiser Normalization was used to rotate the 
data (Pallant, 2010:181-201). 
 
4.4.2.1  Assessment 
 
Principal component analysis for ‘assessment’ was done and revealed the presence 
of two components with eigenvalues exceeding 1, explaining 53.9% and 9.61% of the 
variance respectively, and a cumulative percentage of variance of 50.54%. Inspection 
of the scree plot revealed a clear break after the 2nd component (elbow point) (Cattell, 
1996:245-276). Cattell recommends retaining all factors above the elbow as these 
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factors contribute the most to the explanation of the variance in the data set (refer to 
Table 4.18 and Figure 4.5). 
 
The Component Matrix was rotated using the Oblimin with Kaiser Normalization 
rotation method and showed the factor loadings for each variable. Based on these 
factor loadings, the first six ‘assessment’ items loaded strongly on Factor 1, and the 
last four items loaded strongly on Factor 2 (Pallant, 2010:181-201). 
 
 
Table 4.18: Factor loadings for ‘assessment factors’ as per eigenvalues 
 
Factor 
Initial eigenvalues 
 
Extraction sums of squared loadings 
Rotation Sums of squared 
loadings 
Total % of variance Cumulative % total 
% of 
variance 
Cumulative 
% 
total 
1 6.473 53.941 53.941 6.065 50.539 50.539 5.452 
2 1.157 9.639 63.580 0.865 7.205 57.744 4.654 
3 0.825 6.873 70.454     
4 0.661 5.511 75.965     
5 0.649 5.408 81.373     
6 0.562 4.681 86.053     
7 0.391 3.256 89.309     
8 0.350 2.914 92.223     
9 0.311 2.589 94.812     
10 0.250 2.079 96.892     
11 0.224 1.868 98.760     
12 0.149 1.240 100.000     
 
 
Figure 4.5: Eigenvalues for factor analysis ‘assessment’ factors 
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4.4.2.2  Diagnosis  
 
For ‘diagnosis’ only one factor was extracted using the principal Axis Factoring 
Method. The principal component analysis revealed the presence of one component 
with an eigenvalue exceeding 1, explaining 77.9% of the variance with a cumulative 
percentage of variance of 67.102%. Inspection of the scree plot revealed a clear break 
after the second component and only one factor above the break (elbow) was retained 
(Cattell, 1996:245-276; Gray et al., 2017:253-257). All three ‘diagnosis’ items loaded 
strongly on that one factor (refer to Table 4.19). 
 
Table 4.19: Diagnosis  
Factor   Initial eigenvalues 
 
Extraction sums of squared loadings 
Total  % of variance Cumulative % total % of variance Cumulative % 
1 2.337 77.916 77.916 2.013 67.102 67.102 
2 0.379 12.641 90.557       
3 0.283 9.443 100.000       
 
 
 
Figure 4.5: Eigenvalues for factor analysis’ diagnosis’ factors 
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4.4.2.3  Planning 
 
For ‘planning’, only one factor was extracted using the principal Axis Factoring Method. 
The principal component analysis revealed the presence of one component with an 
eigenvalue exceeding 1, explaining 65% of the variance with a cumulative percentage 
of variance of 58.164%. Inspection of the scree plot revealed a clear break after the 
second component and only one factor above the break (elbow) was retained (Pallant, 
2010:181-201; Cattell, 1996:245-276). All six ‘planning’ items loaded strongly on that 
one factor (see Table 4.20). 
 
Table 4.20: Planning 
Factor   Initial eigenvalues 
 
Extraction sums of squared loadings 
Total  % of variance Cumulative % total % of variance Cumulative % 
1 3.902 65.032 65.032 3.490 58.164 58.164 
2 0.671 11.182 76.215       
3 0.564 9.397 85.611       
4 0.347 5.781 91.393       
5 0.338 5.641 97.033       
6 0.178 2.967 100.000       
 
 
 
Figure 4.6: Eigenvalues for factor analysis’ planning’ factors 
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4.4.2.4  Implementation 
 
Principal component analysis for ‘implementation’ was done and revealed the 
presence of two components with eigenvalues exceeding 1, explaining 55.9% and 
11.2% of the variance respectively, and a cumulative percentage of variance of 52%. 
Inspection of the scree plot revealed a clear break after the second component (elbow 
point) (Cattell 1996:245-276) (see Table 4.21 and Figure 4.7). 
 
The Component Matrix was rotated using the Oblim with Kaiser Normalization rotation 
method and showed the factor loadings for each variable. Based on these factor 
loadings, the first eight ‘implementation’ items loaded strongly on Factor 1, and the 
last two items loaded strongly on Factor 2.  
 
Table 4.21: Implementation 
Factor 
Initial eigenvalues Extraction sums of squared loadings 
Rotation Sums of squared 
loadings 
Total % of variance Cumulative % total 
% of 
variance 
Cumulative 
% 
total 
1 5.593 55.928 55.928 5.204 52.043 52.043 4.954 
2 1.124 11.242 67.170 0.877 8.770 60.812 3.075 
3 0.887 8.871 76.041     
4 0.530 5.305 81.346     
5 0.494 4.944 86.290     
6 0.474 4.744 91.034     
7 0.295 2.949 93.983     
8 0.229 2.290 96.273     
9 0.207 2.074 98.347     
10 0.165 1.653 100.000     
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Figure 4.7: Eigenvalues for factor analysis’ implementation’ factors 
  
4.4.2.5  Evaluation 
 
For ‘evaluation’, only one factor was extracted using the principal Axis Factoring 
Method. The principal component analysis revealed the presence of one component 
with an eigenvalue exceeding 1, explaining 69.4% of the variance with a cumulative 
percentage of variance of 63.4%. Inspection of the scree plot revealed a clear break 
after the second component and only one factor above the break (elbow) was retained 
(Cattell, 1996:245-276). All six ‘evaluation’ factors loaded strongly on that one factor 
(see Table 4.22 and Figure 4.8) 
 
Table 4.22: Evaluation 
Factor 
Initial eigenvalues 
 
Extraction sums of squared loadings 
Total % of variance Cumulative % total 
% of 
variance 
Cumulative 
% 
1 4.162 69.374 69.374 3.802 63.365 63.365 
2 0.697 11.620 80.994    
3 0.422 7.026 88.020    
4 0.299 4.986 93.006    
5 0.224 3.728 96.734    
6 0.196 3.266 100.000    
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Figure 4.8: Eigenvalues for factor analysis’ evaluation’ factors 
 
4.4.3  Distribution of data (Normality test) 
 
The normality test is performed to determine the sample size distribution. This is 
important to understand whether the sample collected falls within an appropriate range 
and its skewness. If samples are not normally distributed, the non-parametric 
technique will be used for further tests, and if the samples are normally distributed, the 
parametric technique will be used for further tests (Hopkins, Dettori & Chapman, 
2018:652-654). Normally distributed variables have a distribution significance level of 
.05. Table 4.23 shows the mean, SD, skewness and kurtosis. 
 
In this study, as indicated earlier in this chapter, the Kolmogorov-Smirnov test of 
normality was conducted, and results indicated an abnormal distribution of variables. 
All factors have significance levels of less than .05. The Shapiro-Wilkin test of 
normality was conducted and indicated the presence of skewness to the data 
distribution, further confirming an abnormal distribution of variables (Dettori & Novell, 
2018:311-313). Based on the large sample size of 100 respondents though, 
parametric data analysis was appropriate for this study. Non-parametric data analysis 
is also presented because of the abnormal distribution of the variables (Hopkins et al., 
2018:652-654). 
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Table 4.23: Mean, std deviation, skewness and kurtosis 
 
Assess
_ 
pre-
Assess
ment: 
pre 
Assess 
post 
Assess
ment: 
post 
diagnosis
-
Diagnosis
: pre 
diagnosis 
post 
Diagnosis: 
post 
planning 
Planning: 
pre 
planning 
post 
Plannin
g: post 
implement 
Implementati
on: pre 
implement 
post 
Implement
ation: post 
evaluate 
Evaluati
on: pre 
evaluate 
post 
Evaluation: 
post 
N 
Valid 100 100 100 100 100 100 100 100 99 100 
Missin
g 
0 0 0 0 0 0 0 0 1 0 
Mean 3.2673 3.4191 3.2833 3.3933 3.1717 3.3350 3.2788 3.4150 3.2155 3.3783 
Median 3.2273 3.4545 3.0000 3.3333 3.0000 3.3333 3.2000 3.4000 3.0000 3.3333 
Mode 3.00 3.00 3.00 3.00 3.00 3.00 3.00 3.00 3.00 3.00 
Std. Deviation 0.39017 0.34184 0.46026 0.45783 0.40233 0.36737 0.39604 0.36442 0.44623 0.39202 
Skewness 0.231 0.089 0.416 0.169 0.250 0.160 0.266 -0.022 0.318 0.129 
Kurtosis -0.451 -1.125 -0.857 -1.239 0.386 -0.499 -0.721 -1.131 -0.130 -0.810 
Minimum 2.18 2.73 2.33 2.33 2.00 2.33 2.40 2.70 2.00 2.50 
Maximum 4.00 4.00 4.00 4.00 4.00 4.00 4.00 4.00 4.00 4.00 
 
 
4.4.4  Pre and post factors analysis  
 
Looking at the average mean scores as indicated in Figure 4.17, for ‘assessment’, the 
average score is higher post-intervention (x̄ = 3.4191) (SD =.34184) compared to pre-
intervention average (x̄ = 3.2673) (SD =.39017). The same pattern is observed on the 
rest of the factors: ‘diagnosis’ pre-intervention (x̄ = 3.2833) (SD=.46026) and post-
intervention ( x̄ = 3.3933) (SD = .45783), ‘planning’ pre- interveteion (x̄ = 3.1717) (SD 
= .40233) and post-intervention (x̄ = 3.3350) (SD = .36737), ‘implementation’ pre-
intervention (x̄ = 3.2788) (SD = .39604) and post-intervention (x̄ = 3.410) (SD = 
.36442), ‘evaluation’ pre-intervention (x̄ = 3.2155) (SD = .44623) and post-intervention 
(x̄ = 3.3783) (SD = .39202). 
 
As noted, the ratings went up after the intervention for all the factors indicating an 
improvement in the ratings after the intervention. 
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4.4.5  Paired-sample T-test 
 
According to Pallant (2010:239), paired-sample t-tests are conducted to compare the 
scores of the two different variables but for the same group of cases; in this case, the 
pre- and post-intervention scores. A paired-sample t-test was conducted to establish 
if there was a statistical significance between the pre and post-intervention scores 
(Triola, 2017:397). 
 
Assessment had a t - 7.401, df .99 and p < .001, which indicated a significant 
difference in the average assessment values before and after the intervention (Pallant 
2010:181-201). 
 
Diagnosis had a t - 4.734, df .99 and p < .001, which indicated a significant difference 
in the average diagnosis values before and after the intervention (Pallant, 2010:239; 
Gray et al., 2017:253-257). The same trend is observed for the following:  
 
Planning had a t - 7.524, df .99 and p < .001 
Implementation had a t - 6.541, df .99 and p < .001 
Evaluation had a t - 6.830, df .98 and p < .001 
 
There are significant differences between the pre and post-intervention scores’ 
analysis. The average values for pre-intervention are lower than post-intervention 
values for all the factors. It appears the intervention has had some impact in terms of 
moving the scores to a more ‘strongly agree’ part of the scale.  
 
Statistically, the difference in the pre and post-intervention scores was significant, and 
the extent of the impact or effect needs to be determined in terms of small, moderate 
or large effect (Pallant, 2010:181-247). The significance difference was determined 
through manual calculations of the effect size (Pallant, 2010:239-247; Shafer & 
Schwarz, 2019:1-13). 
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Table 4.24: Effect sizes 
 
 
 
 
4.4.5.1  Effect size 
 
Effect sizes quantify the results of a study to answer the research question and are 
used to calculate statistical power (Shafer & Schwarz, 2019:1-13; Pek & Flora, 
2017:208-225). The interpretation of when the effect size is small, medium or large 
has been guided by the recommendations of Cohen from as early as 1962 (Cohen, 
1962:145-153). 
 
According to Cohen (1988:284-7), eta sq. (sum squares between groups/total sum 
squares) interpretation is as follows: 0.01 to 0.05 signify small effect size, 0.06 to 0.13 
moderate effect size, and above 0.14 large effect size, as indicated in Table 4.18. The 
effect size estimates how wrong or right the null hypothesis is; that is, how strong the 
relationship between the independent variable and the dependent variable is in a 
population (Polit & Beck, 2011:422). 
 
The effect sizes for this study were rated as large effects for all five components from 
pre to post-intervention scores. Therefore, the changes in the ratings from pre to post-
intervention scores were significant (Pallant, 2010:223; Cohen, 1988:284-287). The 
intervention thus had a significant positive impact on the participants. 
 
4.4.6  Correlations  
 
Correlation is a measure of association between variables. It is used to make 
predictions of one variable from another variable. The correlation coefficient is the 
statistic used to report whether two variables are correlated or not, to what extent, and 
Effect sizes for before after analysis using paired samples t-test
t t2 n n-1 eta sq Interpretation
Assessment -7.401 54.775 100 99 0.356 Large 0.01 small effect
Diagnosis -4.734 22.411 100 99 0.185 Large 0.06 moderate effect
Planning -7.524 56.611 100 99 0.364 Large 0.14 large effect
Implementation -6.541 42.785 100 99 0.302 Large
Evaluation -6.830 46.649 100 99 0.320 Large
eta sq= sum squares between groups/total sum squares 
Where t2 is the t value squared and n is sample size
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in which direction (Pallant, 2007:126-147). In other words, it is a measure of how things 
are related or connected. The normal correlation coefficient ranges from +1 to -1 
where zero means no correlation and 1 means strong or perfect correlation (McLeod, 
2018:1-3). 
 
The correlation could be positive, indicating a positive relationship between the 
variables in that the increase in one will follow an increase in the other. A negative 
correlation indicates a negative relationship between the variable in that an increase 
in one will follow a decrease in the other (Pallant, 2007:126-147). 
 
In this study, a Pearson’s correlation and a Spearman’s rho test were conducted to 
investigate the direction and magnitude of the relationship between the five 
dimensions of competency measures, assessment, diagnosis, planning 
implementation and evaluation (Gray et al., 2017:253-257). Preliminary analysis was 
performed to ensure there were no violations of normality, linearity and 
homoscedasticity (Pallant, 2007:126-147). 
 
Positive correlations were obtained among all five dimensions of competency 
measures from both the Pearson’s and the Spearman’s tests (refer to Tables 4.24 and 
4.25). The strongest correlation (Cohen, 1988:284-287) was found between 
evaluation and implementation with a Pearson’s correlation coefficient of r = .824, n 
=99, p < .001 and a Spearman’s coefficient of rho = .827, n = 99, p < .001, meaning, 
for example, if the respondents rated themselves high for implementation, they rated 
high for evaluation. The results do not necessarily mean the variables influence each 
other (Pallant, 2010:181-247).  
 
All five factors displayed a strong correlation among each other, evaluation and 
diagnosis with the weakest correlation, Pearson’s coefficient of r = .419, n = 99, p < 
.001, and a Spearman’s rho = .424, n = 99, p < .001 (McLeod, 2018:1-3; Cohen, 1988: 
284-287). 
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4.4.7  Hypothesis testing 
 
As stated earlier, both the parametric (Pearson’s correlation) and the non-parametric 
(Spearman’s rho) analysis were conducted to test the hypotheses of the study. The 
effect sizes were calculated as recommended by Cohen as stated earlier in the 
chapter, to check the significance in the difference of the pre and post scores (Cohen, 
1988:284-287).  
 
4.4.7.1  Hypothesis 1 
 
The first objective of this study was to determine the clinical competence, according 
to instruments (pre-test and post-test), of the newly hired professional nurses in terms 
of assessment, diagnosis, planning, implementing, and evaluating after the 
mentorship programme. A paired-sample t-test was conducted to test the following 
hypothesis: 
 
• Null hypothesis (HoA): There is no significant increase in the perceived clinical 
competence among newly hired registered nurses at King Saud University Medical 
City after they have participated in the mentorship programme.  
• Alternative hypothesis (H1A): There is a significant increase in the perceived clinical 
competence among newly hired registered nurses at King Saud University Medical 
City after they have participated in the mentorship programme. 
 
There was a significant difference in the scores from pre to post-intervention, signifying 
a strong relationship between the independent and the dependent variables. The 
effect size of all five competency measures was large, meaning the intervention had 
an impact on the participants (refer to Table 4.18). The null hypothesis was rejected. 
The researcher concluded that the intervention increased the participants’ perceived 
clinical competency significantly. Therefore, the researcher accepted the alternative 
hypothesis. 
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4.4.7.2  Hypothesis 2 
 
The second objective was to determine the correlation between the demographic 
profile of the newly hired professional nurses and their perceived clinical competency. 
An independent sample t-test was conducted to compare the means of the 
competency measure scores and the demographical profile of the respondents. The 
independent sample t-test is an inferential statistical, parametric test that determines 
whether there is a statistically significant difference between the means in two 
unrelated groups (Pallant, 2010:239) or used for testing differences in independent 
group means (Cohen, 1988:284-287). The effect sizes were calculated as displayed 
in Table 4.19. The following hypotheses were tested:  
 
• Null hypothesis (HoB): There is no significant relationship between the 
demographic profile of the participants and their perceived clinical competence.  
• Alternative hypothesis (H1B): There is a significant correlation between the 
demographic profile of the participants and their perceived clinical competence. 
 
The following demographical data were analysed: 
 
a) Gender 
 
A comparison between gender was made, and there was no significant difference 
between gender (males and females) in the way they rated themselves pre and post-
intervention. The effect sizes between the male and female mean scores were 
calculated and found to be of small effect as indicated in Table 4.19 (Cohen, 1988:284-
287). Therefore, being male or female did not have any significant effect or difference 
in their rating. 
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Table 4.25: Effect sizes 
 
 
Table 4.26: Pearson’s correlation 
 
Effect sizes for independent samples t-tests
Gender t t2 n1 n2 n1+n2-2 eta sq Interpretation
Assess 1.364 1.860 26 74 98 0.019 Test not significant
Diagnosis 0.974 0.949 26 74 98 0.010 Test not significant
Planning 1.936 3.748 26 74 98 0.037 Test not significant
Implementation 1.596 2.547 26 74 98 0.025 Test not significant
Evaluation 1.871 3.501 26 74 98 0.034 Test not significant
Marital status t t2 n1 n2 n1+n2-2 eta sq Interpretation
Assess -0.874 0.764 76 23 97 0.008 Test not significant
Diagnosis 0.470 0.221 76 23 97 0.002 Test not significant
Planning -0.250 0.063 76 23 97 0.001 Test not significant
Implementation 0.165 0.027 76 23 97 0.000 Test not significant
Evaluation 0.534 0.285 76 23 97 0.003 Test not significant
Done post basic training t t2 n1 n2 n1+n2-2 eta sq Interpretation
Assess 3.684 13.572 25 75 98 0.122 Large effect 0.01 small effect
Diagnosis 1.131 1.279 25 75 98 0.013 Test not significant 0.06 moderate effect
Planning 2.270 5.153 25 75 98 0.050 Moderate effect 0.14 large effect
Implementation 2.662 7.086 25 75 98 0.067 Moderate effect
Evaluation 2.265 5.130 25 75 98 0.050 Moderate effect
Worked in Saudi Arabia beforet t2 n1 n2 n1+n2-2 eta sq Interpretation
Assess -2.691 7.241 50 50 98 0.069 Moderate effect 0.01 small effect
Diagnosis -2.293 5.258 50 50 98 0.051 Moderate effect 0.06 moderate effect
Planning -1.373 1.885 50 50 98 0.019 Test not significant 0.14 large effect
Implementation -2.687 7.220 50 50 98 0.069 Moderate effect
Evaluation -2.575 6.631 50 50 98 0.063 Moderate effect
Works in ICU or medical t t2 n1 n2 n1+n2-2 eta sq Interpretation
Assess 4.412 19.466 23 26 47 0.293 Large effect 0.01 small effect
Diagnosis 2.494 6.220 23 26 47 0.117 Large effect 0.06 moderate effect
Planning 3.505 12.285 23 26 47 0.207 Large effect 0.14 large effect
Implementation 4.665 21.762 23 26 47 0.316 Large effect
Evaluation 3.803 14.463 23 26 47 0.235 Large effect
Department Sum squares between groupsTotal sum squaresEta sq 
Assess 3.682 15.071 0.244 Large effect
Diagnosis 1.682 20.972 0.080 Test not significant
Planning 2.370 16.025 0.148 Large effect
Implementation 3.450 15.528 0.222 Large effect
Evaluation 3.150 19.514 0.161 Large effect
DA_PRE Age
DG_PRE Years 
of clinical 
experience
DK_PRE Length 
of experience in 
that area
Pearson Correlation 0.048 0.070 0.178
Sig. (2-tailed) 0.637 0.488 0.077
N 100 100 100
Pearson Correlation 0.103 0.057 0.106
Sig. (2-tailed) 0.308 0.574 0.292
N 100 100 100
Pearson Correlation 0.149 0.078 0.085
Sig. (2-tailed) 0.139 0.439 0.401
N 100 100 100
Pearson Correlation -0.032 -0.046 -0.025
Sig. (2-tailed) 0.752 0.648 0.808
N 100 100 100
Pearson Correlation -0.008 -0.072 -0.042
Sig. (2-tailed) 0.938 0.476 0.680
N 99 99 99
diagnosis_pre Diagnosis: pre
planning_pre Planning: pre
implement_pre Implementation: pre
evaluate_pre Evaluation: pre
Assess_pre Assessment: pre
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b) Marital status 
 
A comparison between marital status ratings indicated no significant difference in 
rating between single or married respondents. The effect sizes of married and single 
participants were calculated and were found to be of small effect, as indicated in Table 
4.19. Therefore, being married or single had no significant impact on the rating of the 
scores.  
 
Table 4.27: Spearman’s rho correlations  
  
 
Table 4.28: Pearson’s correlation 
 
 
c) Age  
 
Comparing the ratings between the ages of the respondents, there was no significant 
difference in the way they rated themselves. Age thus had no influence on the way the 
Assess_pre 
Assessment: pre
diagnosis_pre 
Diagnosis: pre
planning_pre 
Planning: pre
implement_pre 
Implementation: 
pre
evaluate_pre 
Evaluation: pre
Correlation Coefficient 1.000 0.559 0.717 0.666 0.521
Sig. (2-tailed) 0.000 0.000 0.000 0.000
N 100 100 100 100 99
Correlation Coefficient 0.559 1.000 0.668 0.487 0.424
Sig. (2-tailed) 0.000 0.000 0.000 0.000
N 100 100 100 100 99
Correlation Coefficient 0.717 0.668 1.000 0.639 0.612
Sig. (2-tailed) 0.000 0.000 0.000 0.000
N 100 100 100 100 99
Correlation Coefficient 0.666 0.487 0.639 1.000 0.827
Sig. (2-tailed) 0.000 0.000 0.000 0.000
N 100 100 100 100 99
Correlation Coefficient 0.521 0.424 0.612 0.827 1.000
Sig. (2-tailed) 0.000 0.000 0.000 0.000
N 99 99 99 99 99
Correlations
Spearman's rho Assess_pre Assessment: pre
diagnosis_pre Diagnosis: pre
planning_pre Planning: pre
implement_pre 
Implementation: pre
evaluate_pre Evaluation: pre
Assess_pre 
Assessment: pre
diagnosis_pre 
Diagnosis: pre
planning_pre 
Planning: pre
implement_pre 
Implementation: 
pre
evaluate_pre 
Evaluation: pre
Pearson Correlation 1 0.530 0.705 0.653 0.497
Sig. (2-tailed) 0.000 0.000 0.000 0.000
N 100 100 100 100 99
Pearson Correlation 0.530 1 0.683 0.471 0.419
Sig. (2-tailed) 0.000 0.000 0.000 0.000
N 100 100 100 100 99
Pearson Correlation 0.705 0.683 1 0.631 0.620
Sig. (2-tailed) 0.000 0.000 0.000 0.000
N 100 100 100 100 99
Pearson Correlation 0.653 0.471 0.631 1 0.824
Sig. (2-tailed) 0.000 0.000 0.000 0.000
N 100 100 100 100 99
Pearson Correlation 0.497 0.419 0.620 0.824 1
Sig. (2-tailed) 0.000 0.000 0.000 0.000
N 99 99 99 99 99
Assess_pre Assessment: pre
diagnosis_pre Diagnosis: pre
planning_pre Planning: pre
implement_pre Implementation: pre
evaluate_pre Evaluation: pre
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respondents rated themselves. There were no adequate older participants in the 
sample to get a good correlation. 
 
d) Years of experience 
 
The respondents’ years of experience did not have any influence on the way they 
ranked themselves. There was no significant correlation. 
 
e) ‘Have you done any post-basic training - yes or no’ 
 
When the two groups were compared, the respondents who had done the post-basic 
course rated themselves higher than those who did not attend any course. The effect 
size was calculated and assessment had a large effect size while planning, 
implementation and evaluation had a moderate effect size and diagnosis had a small 
effect size (Cohen, 1988:284-287). The respondents who had done the post-basic 
course showed greater confidence in their ratings. 
 
f) ‘Have you worked in Saudi Arabia before - yes or no’ 
 
Comparing the two groups, the respondents who worked in Saudi Arabia previously 
rated themselves lower than those who had never worked there before. Those who 
had never worked in Saudi Arabia displayed more confidence in their rankings. The 
opposite was assumed. The effect sizes of the mean differences of the two groups 
was moderate effect for assessment, diagnosis, implementation and evaluation while 
the test was insignificant for planning scores (refer to Table 4.19). 
 
g) Rankings by Department 
 
Rankings by department were compared and ER respondents ranked themselves 
higher with an average mean ranking of x̄ 62.2 and ICU respondents ranked 
themselves low with an average mean of x̄ 32.3. The effect sizes were calculated and 
were large, except for ‘diagnosis’ which was of small effect and insignificant. The 
respondents who work in the ER showed more confidence in their rating than all the 
other departments (Pallant, 2010:247). The ICU ratings were not expected to be lower 
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because ICU staff are usually more knowledgeable and more confident, and they often 
take on the responsibilities afforded to physicians (Scholtz, Nel, Poggenpoel & 
Myburgh, 2016:1-11). 
 
h) Hypothesis 2 conclusion 
 
The conclusion of the demographical data analysis in terms of the set hypotheses is 
that the demographic data had no significant influence on the way the respondents 
rated themselves. The effect sizes in all aspects were mostly of no significance, and 
small effect. Therefore, there is no significant relationship between the participants’ 
demographic profile and their perceived clinical competence. Therefore, the null 
hypothesis could not be rejected. 
 
4.5  SUMMARY 
 
This chapter presented the findings of the study. Descriptive, inferential and t-tests 
were discussed. The findings suggest that there is a significant increase in the 
perceived clinical competence among newly hired registered nurses at a university 
hospital in Saudi Arabia. The findings further suggest there was no significant 
relationship between the demographic profile of the participants and their perceived 
clinical competence. The standardised SECP tool was found to be reliable and it 
measured what it was intended to measure, namely the clinical competencies of newly 
hired professional nurses (Setia, 2017:258-261). 
 
Chapter 5 follows with the evaluation, conclusion, limitations and recommendations of 
this study.  
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CHAPTER 5 
EVALUATION, CONCLUSION, LIMITATIONS AND 
RECOMMENDATIONS 
 
5.1  INTRODUCTION 
 
The main purpose of this study was to investigate and examine the effectiveness of a 
mentorship programme implemented at KSUMC, Riyadh, Kingdom of Saudi Arabia, 
on the clinical competence of newly hired professional nurses, and to make 
recommendations for the improvement of the mentorship programme implemented at 
the university hospital to help newly hired professional nurses adapt to their new 
working environment. 
 
The previous chapter presented the results of the statistical data analysis. This chapter 
aims to focus on the discussion of the results. The lessons learned while conducting 
the study and the limitations are also examined. Recommendations for nursing 
management, nursing education management, policy development, patient outcomes 
and for further research are made. The concluding remarks and the researcher’s 
personal reflections conclude the chapter.  
 
5.2  EVALUATION OF THE STUDY 
5.2.1  Study objectives 
 
The objectives of this study were: 
 
• To determine the clinical competence, according to the instrument (pre-test and 
post-test), of the newly hired professional nurses in terms of assessment, diagnosis, 
planning, implementing, and evaluating after the mentorship programme. 
• To determine the correlation between the demographic profile of the newly hired 
professional nurses and their perceived clinical competency. 
• To develop and provide recommendations for the improvement of the implemented 
mentorship programme for newly hired professional nurses. 
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The first objective of the study was achieved by determining that the mentorship 
programme had a significant positive impact on the competencies of the newly hired 
professional nurses.  
 
The second objective was also achieved by concluding that the demographic data had 
no correlation with the perceived clinical competency of the newly hired professional 
nurses. 
 
The third objective was to provide recommendations, which is done later in this 
chapter. 
 
5.2.2  Summary of biographical data 
 
In Chapter 4, the demographic profile of the respondents was analysed. Results 
showed that most were females (74%) and single (76%). Nearly all the respondents 
were Asian (98%). In terms of educational qualification, nearly all were BSN degree 
holders. Seventy-five percent of respondents had not received any post-basic training. 
In terms of computer literacy, 83% knew how to use Microsoft platforms. They worked 
in various workstations, including ICU (26%), medical (23%), and surgical (21%). The 
respondents were young by age, and most were in the 24 to 29 year age bracket. This 
relates to minimal work experience of 1 to 5 years. About 25% of the respondents, 
however, had work experience between 6 to 10 years.  
 
5.2.3  Hypothesis testing 
 
This study tested the following hypotheses: 
 
5.2.3.1  Hypothesis 1 
 
Null hypothesis (HoA): There is no significant increase in the perceived clinical 
competence among newly hired registered nurses at King Saud University Medical 
City after they have participated in the mentorship programme.  
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Alternative hypothesis (H1A): There is a significant increase in the perceived clinical 
competence among newly hired registered nurses at King Saud University Medical 
City after they have participated in the mentorship programme. 
 
From the analysed statistical results indicated in Chapter 4, the null hypothesis was 
rejected. The researcher concluded that the intervention increased the respondents’ 
perceived clinical competence significantly. Therefore, the researcher accepted the 
alternative hypothesis. In agreement with this decision is a cross-sectional study by 
Mohamadirizi, Kohan, Shafei and Mohamadirizi (2015:1117-1123), which they 
conducted on the relationship between clinical competence and clinical self-efficacy 
among nursing and midwifery students. Their results supported the hypothesis that 
there is a correlation between clinical self-efficacy and clinical competence.  
 
5.2.3.2  Hypothesis 2  
 
Null hypothesis (HoB): There is no significant relationship between the demographic 
profile of the participants and their perceived clinical competence.  
 
Alternative hypothesis (H1B): There is a significant correlation between the 
demographic profile of the participants and their perceived clinical competence. 
 
After the demographic data analysis, the researcher concluded there was no 
significant correlation between the demographic profile of the respondents and their 
perceived clinical competence. Therefore, the null hypothesis could not be rejected. 
 
5.3  SUMMARY OF THE MAIN FINDINGS 
 
The first objective of this study was to determine the clinical competence, according 
to an instrument (pre-test and post-test), of the newly hired professional nurses in 
terms of assessment, diagnosis, planning, implementing, and evaluating after the 
mentorship programme. There was a significant difference in the scores pre to post-
intervention, signifying a strong relationship between the independent and the 
dependent variables. The effect size of all five competency measures was large, 
meaning the intervention had an impact on the respondents. The researcher 
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concluded that the intervention increased the respondents’ perceived clinical 
competence significantly. The mentorship programme had a positive impact on their 
clinical competency levels though it was noticed upon analysis that the respondents 
had a high level of agreement when rating themselves pre-intervention. Most scores 
were above 3 (‘agree’) on average. 
 
The high level of agreement can be linked to the possibility that the respondents had 
a strong sense of self-efficacy (Bandura, 1997:45-604). According to Bandura 
(1982:122-147), a person with a strong sense of self-efficacy will persist in a given 
task until they succeed. Moreover, self-efficacy expectations are linked to self-
perceived skills (Bandura, 1982:122-147). The researcher concluded the results 
displayed that respondents might have had a strong sense of self-perception and they 
rated themselves with the belief that they can utilise the nursing process (Bandura, 
1997:45-604). People with high self-efficacy have an innate ability to improve 
performance and skills and will not give up until they achieve their goal (Bandura, 
1997:45-604). Bandura and Locke (2003:87-99) state that increased self-efficacy 
helps to facilitate a sense of personal control and this raises performance. 
 
The second objective was to determine the correlation between the demographic 
profile of the newly hired professional nurses and their perceived clinical competency. 
The conclusion of the demographical data analysis is that the demographic data had 
no significant influence on the way the respondents rated themselves. The effect sizes 
in all aspects were mostly of no significance, and small effect. Therefore, the 
researcher concluded that there was no significant relationship between the 
demographic profile of the respondents and their perceived clinical competence. The 
way the respondents rated themselves had no link or correlation to their demographic 
data. The demographic data thus had no significant influence on clinical competency 
levels. 
 
The results of this study are in agreement with a cross-sectional study by Golirashan, 
Babanataj and Aziznejadroshan (2018:282-283), who investigated the self-
assessment of clinical competency of nurses and found there was no significant 
relationship between clinical competency of nurses in terms of age, job experience 
and level of education. However, in a descriptive-analytic study by Keykha, Mazlum, 
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Varaster and Azizollah (2016:18368-18377), the findings were totally different. Their 
study showed there was a significant relationship between clinical competency, age 
and years of experience.  
 
5.4  LESSONS LEARNT 
 
The questionnaires should have been answered under strict supervision to avoid 
influence from friends and those around the respondents. The respondents were 
allowed to go home with the questionnaires and answer at their own convenience. 
 
The other lesson learnt was that the method of assessment of clinical competency 
used in this study should be used in combination with other methods like assessment, 
observation and evaluation of clinical competency. Also, candidates should be 
interviewed about their knowledge of the nursing process, especially its utilisation to 
ensure the accuracy of the study results.  
 
5.5  RECOMMENDATIONS 
 
The third objective was to develop and provide recommendations for the improvement 
of the implemented mentorship programme for the newly hired professional nurses at 
a university hospital in Saudi Arabia. The researcher made the following 
recommendations, which she believes might bring some positive changes to the 
current approach. The recommendations are based on the results of this study and 
the researcher’s observations.  
 
5.5.1  Recommendations for the mentorship programme 
 
The SECP questionnaire used for this study can be used to assess newly hired 
professional nurses’ self-efficacy in clinical performance at the beginning and the end 
of the mentorship programme, in conjunction with verbal assessments to check 
knowledge and understanding of the nursing process. It can also be used in 
combination with documentation audits or records review to assess the utilisation of 
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the nursing process and to paint a complete picture. This needs to be done to ensure 
results correlate with the way they rank themselves on the instrument. 
 
During the present mentorship programme at KSUMC, there are competencies that 
mentees are expected to accomplish, and these competencies are not evaluated 
based on the nursing process. The researcher recommends that these competencies 
be re-drafted to enforce and evaluate the nursing process. It is also recommended 
that the total patient assessment presentation should be mandatory for all nurses in 
their probationary period. At the end of their probation, they should be evaluated on 
their knowledge of the nursing process.  
 
5.5.2  Recommendations for nursing management 
 
Nurse managers can re-enforce the utilisation of the SECP questionnaire before and 
after the mentorship programme. 
 
The managers should meet with the mentor and mentee on a regular basis to discuss 
mentoring experiences to identify areas of improvement. Flexibility should be 
exercised, especially in cases of poor matching; the pairing should be changed to 
meet the mentee’s needs. This will ensure productivity and effectiveness in the 
mentoring relationship. 
 
Managers should remove barriers to mentorship. The time spent between the mentor 
and mentee should enable them to establish and foster a mentoring relationship. They 
should be assigned low acuity patients initially, which will ensure the mentor will have 
enough time to focus on the mentee. Gradually, high acuity patients can be assigned 
as the mentee establishes themselves in their new area. 
 
Managers should adopt the attitude of recognising employees for their mentoring 
contributions. The recognition will make the mentors feel valued, promote a culture of 
mentoring and encourage commitment to mentoring. This can be achieved through 
verbal appreciation remarks, giving mentoring certificates or writing appreciation 
letters. To make it more meaningful, the managers should gather input from 
employees on how they would like to be recognised and rewarded.  
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5.5.3  Recommendations for nurse education management 
 
The self-efficacy tool used in this study may be used by educators during the core 
orientation as a tool to evaluate the newly hired professional nurses, before they go to 
their assigned departments. This will enable the newly hired professional nurses to 
identify their clinical performance self-management. 
 
Current competencies and probationary evaluations do not evaluate the nursing 
process; their main focus is on knowledge, skills, values and attitudes, which does not 
reflect the nursing process. The researcher recommends competency assessments 
at the end of the mentorship programme to enforce the nursing process. 
 
There is also a need to evaluate the mentoring process and the materials offered to 
identify areas of improvement and rectify them immediately. The mentoring tool 
offered at this hospital needs to be reviewed and its effectiveness should be analysed. 
Education management should also look into reducing the period of mentorship. As 
analysed in this study, candidates entered the programme already rating themselves 
quite high before commencing the programme. They will likely achieve the same 
expected clinical competencies within a shorter period of time. 
 
5.5.4  Recommendations for policy formulation 
 
The researcher recommends the hospital should make it part of the probationary 
period policy that every mentee is expected to do a final total patient assessment 
competence, which will be evaluated based on their knowledge of the nursing process. 
The self-efficacy questionnaire should also be completed at the beginning and the end 
of the mentorship relationship. The questionnaire rating should be assessed together 
with a record review and assessment of the nursing process. 
 
5.5.5  Recommendations for further research 
 
A replication of this study is recommended since this study is the first to be conducted 
to evaluate the mentorship programme of this particular hospital. It can be 
simultaneously conducted with a record review to justify high self-scoring. 
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Further study and development of the SECP instrument for improvement are required. 
Further research can also be conducted to assess clinical competency by direct 
observation and evaluation of care outcomes. 
 
Researchers should examine the professional nurses’ knowledge and utilisation of the 
nursing process. 
 
There is also a need to examine the attitude of staff towards mentoring new staff.  
 
5.6 STRENGTHS OF THE STUDY 
 
The strengths of the study were that the researcher explained the research to the 
candidates and respondents participated willingly. Their responses were excellent, 
with a 100% acceptance rate and the research questionnaire was based on familiar 
relevant subjects to the candidates. 
 
5.7 LIMITATIONS OF THE STUDY 
 
The limitations of the study were that the results could not be generalised as the study 
was conducted at a particular university hospital in Saudi Arabia. 
 
Evaluating clinical competence by using the self-assessment method can reduce the 
accuracy and objectivity of this evaluation method because the respondents may give 
themselves unrealistic scores, therefore this method of assessment of clinical 
competence should be evaluated as a part of an additional approach, it should not be 
used single-handed. Qualitative information, like interviews about the knowledge of 
the nursing process, will help paint a fuller picture (Cheragi et al., 2009:214-221; 
Glossop, 2001:170-180).  
 
Because the participants were informed that the results would not be used in decision 
making related to their performance at the end of their probationary period, there is a 
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possibility that they might not have paid attention in answering the questionnaire and 
this may have affected the accuracy of the findings. 
 
5.8 CONCLUSION 
 
The study aimed to measure the effectiveness of the mentorship programme 
conducted at in Saudi Arabia at KSUMC. 
 
The study was based on the nursing process, which is a patient care strategy used by 
professional nurses, composed of five distinct steps, namely assessment, diagnosis, 
planning, implementation and evaluation. These steps address patients’ needs. Every 
qualified professional nurse should be in a position to identify these steps and be able 
to apply them in clinical practice. Nursing mentorship mostly ensures the nurse, 
despite all other professional requirements, is well acquainted and can perform the 
nursing process accurately. This study’s results showed an improvement in the 
nurses’ competency after the mentoring programme.  
 
As mentioned earlier, one of the weaknesses of the self-efficacy questionnaire is that 
candidates tend to rate themselves higher than they actually are. The results, as 
recommended, need to be followed up using a qualitative method like interviewing 
candidates about their knowledge and the utilisation of the nursing process. Also, the 
issue of compliance with the nursing process needs to be looked into. 
 
According to the results of this study, it appears and can be suggested that the 
mentorship programme duration needs to be reviewed and probably reduced since, 
on average, candidates rated themselves high before commencing the programme. 
They are thus starting on a high base and are basically agreeing that they know the 
nursing process well. The question to be addressed and investigated is whether they 
are as competent as they claim to be. The researcher and other managers’ 
observations is that there is a significant gap between their scoring and clinical 
performance, hence the reason for this study. 
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The demographic profile had no influence on the candidates’ rating. There were no 
adequate older participants in the sample to get a good correlation. 
 
The research instrument used in this study can be a useful tool to be adopted for self-
evaluation among newly hired nurses on a regular basis. This will ensure early 
identification of gaps in the individualised mentorship programme plan. 
 
5.9 RESEARCHER REFLECTIONS 
 
Being a nurse leader myself, I decided on the research topic based on the 
performances of newly hired professional nurses I was evaluating after the mentorship 
programme. The research topic came easy, and I was determined to see results. I was 
100% sure my prediction was correct. Unfortunately, and to my utter surprise, the 
results came out completely opposite to what I predicted.  
 
I was almost convinced the mentorship programme had no or had little effect on the 
newly hired professional nurses’ competencies. According to the results, the 
programme improved their competencies significantly though they were rating 
themselves high pre-intervention. When I compare clinical performance and these 
results it appears, and I am almost certain, the tendency for the nurses to rate 
themselves high is not to be ignored; in this case, it should be considered as a 
possibility. The study by Mbithi, et al. (2018:25-30) concluded that two-thirds of the 
respondents in their study had poor knowledge of the nursing process. It appears most 
nurses were conversant about the nursing process but failed to perform it. In some 
instances, I am sure it is easy to admit to the knowledge of the nursing process but 
practically fail to comply. 
 
Initially, as I looked at my research topic, I thought it was going to be easy; I did not 
fully realise what was coming my way. I was so excited to choose a quantitative 
method. In Chapter 1, the proposal was bearable, with Chapter 2 I struggled to find 
recently published studies and articles to support my research topic. I almost lost hope. 
Chapter 3 was bearable, and I was surprised by Chapter 4. I could not believe the 
struggle I went through. I went back to my research textbook to try and study and 
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understand the research terms word for word in order to start writing up the results. 
Thankfully, my statistician provided some reference materials as well. It was a journey 
that I will never forget. I can come to the conclusion that this research served me well. 
I encountered many instances which were both engaging and motivating. I would lose 
interest and regain it again; I thank God for my supervisors who were so supportive 
and encouraging. 
 
I cannot deny the fact that I am still learning and through the patience, mentoring and 
guidance of my supervisors, I have learnt to appreciate persevering until I get things 
right. My sincere thanks to my supervisors; I made it this far because of your love. I 
will forever be grateful. 
 
“I am not telling you it’s going to be easy; I am telling you, 
ITS GOING TO BE WORTH IT’’  
- Art Williams. 
 
“The character of the nurse is as important as the knowledge she possesses”  
- Carolyn Javis. 
 
“The trained nurse has become one of the great blessings of humanity, taking a 
place beside the physician and the priest…”  
- William Osler 
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APPENDIX A: RESEARCH STUDY INFORMATION LETTER 
                                                                                
 
                                                                  DEPARTMENT OF HEALTH SCIENCES 
                                                              RESEARCH STUDY INFORMATION LETTER 
 
September 18,2018 
 
Good Day 
 
My name is Elizabeth Chipwanya I WOULD LIKE TO INVITE YOU TO PARTICIPATE in a research study on: 
Measurement of the mentorship programme on clinical competence among newly hired professional nurses at a University 
Hospital in Saudi Arabia.  
 
Before you decide on whether to participate, I would like to explain to you why the research is being done and what it will 
involve for you. I will go through the information letter with you and answer any questions you have. This should take about 
10 to 20 minutes. The study is part of a research project being completed as a requirement for a Master’s  Degree in Nursing 
through the University of Johannesburg. 
 
THE PURPOSE OF THIS STUDY  is to investigate and examine the effectiveness of mentorship programme implemented 
in King Saud University Medical City, Riyadh, Kingdom of Saudi Arabia on the clinical competence of newly hired 
professional nurses and to make recommendations for the improvement of the implemented mentorship programme as 
perceived by the newly hired professional nurses. 
 
Below, I have compiled a set of questions and answers that I believe will assist you in understanding the relevant details of 
participation in this research study. Please read through these. If you have any further questions I will be happy to answer 
them for you. 
 
DO I HAVE TO TAKE PART? No, you don’t have to. It is up to you to decide to participate in the study. I will describe the 
study and go through this information sheet. If you agree to take part, I will then ask you to sign a consent form.  
 
WHAT EXACTLY WILL I BE EXPECTED TO DO IF I AGREE TO PARTICIPATE? I would ask you to answer the 
questionnaire with utmost honesty. 
 
WHAT WILL HAPPEN IF I WANT TO WITHDRAW FROM THE STUDY? If you decide to participate, you are free to 
withdraw your consent at any time without giving a reason and without any consequences or penalty. If you wish to 
withdraw your consent, you must inform me as soon as possible. 
 
IF I CHOOSE TO PARTICIPATE, WILL THERE BE ANY EXPENSES FOR ME, OR PAYMENT DUE TO ME: You 
will not be paid for participating in the study nor will you have any expense. 
 
RISKS INVOLVED IN PARTICIPATION: No risk will happen if you participate in the study 
 
BENEFITS INVOLVED IN PARTICIPATION: The result of the study could serve its best purpose to the newly hired 
professional nurses who can take benefit from the improvement that will be made from the mentorship program. The results 
could also be used to develop new nurses’ practical work orientation and mentorship programme to ensure even more safe 
and holistic nursing.  
 
WILL MY PARTICIPATION IN THIS STUDY BE KEPT CONFIDENTIAL? Yes. There will be no names, telephone 
numbers or personal identity numbers on the questionnaire/data sheets. Codes will be assigned to each participant as a form 
of identification and the codes will be attached to the questionnaires. Everyone’s pre-test and post-test questionnaire will be 
identified by the same code. All data and back-ups thereof will be kept in password protected folders and/or locked away as 
applicable. Only I or my research supervisor will be authorised to use and/or disclose your anonymised information in 
connection with this research study.  
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WILL MY TAKING PART IN THIS STUDY BE ANONYMOUS? Yes. Anonymous means that your personal details will 
not be recorded anywhere by me. As a result, it will not be possible for me or anyone else to identify your responses once 
these have been submitted. A paired t-test on the questionnaires will be used. I will personally code the sample frame. The 
coded sample frame list will be locked away and only me will keeps the key. Each participant will be assigned and identified 
by the same code number on both the pre-test and post-test questionnaires. Only me and you will know your individual code 
number. Two clearly marked boxes (one for consent and the other for questionnaires) will be made available in a place 
known only to the participants to return the consent forms and the questionnaires on completion. The study is purely 
voluntary and you can withdraw at any time without giving any reason and without any penalty.   
  
WHAT WILL HAPPEN TO THE RESULTS OF THE RESEARCH STUDY? The results will be written into a research 
report that will be assessed. In some cases, results may also be published in a scientific journal. In either case, you will not 
be identifiable in any documents, reports or publications. You will be given access to the study results if you would like to 
see them, by contacting me.  
 
WHO IS ORGANISING AND FUNDING THE STUDY?  The study is being organised by me, under the guidance of my 
research supervisor at the Department of Health Sciences in the University of Johannesburg. This study has not received any 
funding. 
 
WHO HAS REVIEWED AND APPROVED THIS STUDY? Before this study was allowed to start, it was reviewed in order 
to protect your interests. This review was done first by the Department of Nursing, and then secondly by the Faculty of 
Health Sciences Research Ethics Committee at the University of Johannesburg. In both cases, the study was approved. 
 
WHAT IF THERE IS A PROBLEM? If you have any concerns or complaints about this research study, its procedures or 
risks and benefits, you should ask me. You should contact me at any time if you feel you have any concerns about being a 
part of this study. My contact details are:  
 
Elizabeth Chipwanya  
0824267093 
elizamasi@yahoo.co.uk 
 
You may also contact my research supervisor: 
Dr Charlene Downing  
charlened@uj.ac.za 
 
If you feel that any questions or complaints regarding your participation in this study have not been dealt with adequately, 
you may contact the Chairperson of the Faculty of Health Sciences Research Ethics Committee at the University of 
Johannesburg: 
 
Prof C Stein 
Tel: 011 559-6564 
Email: cstein@uj.ac.za  
 
FURTHER INFORMATION AND CONTACT DETAILS: Should you wish to have more specific information about this 
research project information, have any questions, concerns or complaints about this research study, its procedures, risks and 
benefits, you should communicate with me using any of the contact details given above. 
 
 
Researcher: 
 
Elizabeth Chipwanya  
Signature: -------------- 
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APPENDIX B: RESEARCH CONSENT FORM 
 
                                                              
 
                                                         DEPARTMENT OF HEALTH SCIENCES 
                                                                               RESEARCH CONSENT FORM 
PLEASE COMPLETE THE FORM AS PER INSTRUCTIONS. 
 
Measurement of the mentorship programme on clinical competence among 
newly hired Professional Nurses at a University Hospital in Saudi Arabia. 
 
Please initial each box below: 
 
 
       I confirm that I have read and understand the information letter dated August 24 ,2017  
for the above study. I have had the opportunity to consider the information, ask questions and have 
had these answered satisfactorily. 
 
 
                    I understand that my participation is voluntary and that I am free to withdraw from this 
study at any time without giving any reason and without any consequences to me. 
 
 
      I agree to take part in the above study. 
 
 
 
 
 
_______________________       ___________________________________  ________________ 
Name of Participant        Signature of Participant    Date 
 
 
 
Elizabeth Chipwanya      ___________________________________ ________________ 
Name of Researcher       Signature of Researcher   Date 
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APPENDIX C: RESEARCH QUESTIONNAIRE 
                                                   
RESEARCH QUESTIONNAIRE 
Instructions: Please complete this questionnaire with your utmost honesty. Rest assured all answers will be dealt with 
confidentiality. (kindly use blue ink pen) 
Part I.  Demographic Profile 
A. Age:________________________________________ 
B. Gender: Male (______)   Female  (________) 
C. Civil Status: Single ( _) Married ( _) widowed (__) divorced(__) 
D. Ethnicity (or race) 1. White___2. Black____3. Asian _____. 
E. Highest level of education (diploma/degree/masters/doctorate)______________.  
F. Nursing qualification obtained(BSN/Diploma) ____________________ 
G. Years of clinical experience______________________. 
H. Have you done any post basic training (e.g. ICU course)? (yes or no) _____________. If yes state, the name of the 
post basic course________________________________. 
I. Which computer programs are you familiar with? _________________________ 
J. Current Area of Exposure/expertise: _________________________ 
K. Length of experience in that area: _______________________________ 
L. Have you worked in Saudi Arabia before? (yes or no) ________________. If yes for how long? 
___________________________. 
 
Part II. Please provide a rating on the following items based upon your perceived clinical competence or ability to perform each 
item where 4- strongly agree, 3-agree, 2- disagree, 1-strongly disagree. 
 
I. Assessment 1 
Strongly 
disagree 
2 
disagree 
3 
agree 
4 
Strongly 
agree 
1. I can collect significant data by physical assessment.     
2. I can collect relevant data by taking patient’s history.     
3. I can collect data by organizing time available     
4. I can collect objective data related to patient health condition.     
5. I can collect data by restoration of patient’s energy     
6. I can collect subjective data related to patient health condition.     
7. I can see relationships among pieces of data that were collected from 
variety of sources. 
    
8. I can document the collected data based on patient health condition.     
9. I can analyze the collected data based on patient health condition.     
10. I can identify patient’s health concerns in the care process.     
11. I can set priority of patient’s problems based on patient health condition.     
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12 I can identify patient’s strengths in the care process     
II. Diagnosis      
1. I can formulate nursing diagnosis based on the collected data.     
2. I can formulate nursing diagnosis based on contributing and related 
factors of patient’s problems  
    
3. I can arrange nursing diagnosis based on set priorities     
III. Planning      
1. I can formulate overall goals of patients care plan     
2. I can formulate short-term goals of patients care plan     
3. I can formulate long-term goals of patients care plan     
4. I can formulate measurable outcomes based on goals     
5. I can develop patient’s daily care plan based on goals.     
6. I can develop patient’s daily care plan based on set priorities     
IV. Implementation      
1. I can follow the direction of patient’s care plan to achieve setting goals     
2. I can take care of patient based on set priorities     
3. I can carry out patient’s care plan based on available resources     
4. I can explain each nursing intervention to patient or family members 
before carrying it out 
    
5. I can collaborate with patient or family members in implementation of 
daily care plan 
    
6. I can make decision based on my previous experiences in similar 
situation 
    
7. I can seek help of mentor or staff in difficult situations     
8. I can improve my skills based on mentor and staff feedback.     
9. I can design teaching strategies for discharge of patient     
10. I can document and report daily clinical work     
V. Evaluation      
1. I can evaluate whether patient’s desired results were achieved     
2. I can evaluate how nursing interventions were carried out     
3. I can find the point of breakdown in the steps of nursing process     
4. I can decide about continuing or modifying care plan based on 
patient’s prognosis 
    
5. I can decide about changing outcome based on patient’s prognosis     
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6. I can decide about adjusting setting priorities based on patient’ 
prognosis 
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APPENDIX D: INSTITUTION REVIEW BOARD FORM 
 
Institution Review Board Form 
Kingdom of Saudi Arabia 
KING SAUD UNIVERSITY 
College of Medicine 
Institutional Review Board 
 المملكة العربیة السعودیة  
جامعة الملك سعود  
كلیة الطب  
مجلس أخلاقیات البحوث الطبیة  
 
Please, fill this page if the research proposal is submitted in English. 
Research Title:  
Measurement of mentorship programme on clinical competence among newly hired professional nurses at a 
University Hospital in Saudi Arabia 
 
Summary: (150 – 200 words) 
v Research Problem: Newly hired professional nurses at a University Hospital go through a 
mentorship programme which lasts for 8 weeks and it has been noticed that they still need their 
mentors for longer or extended periods in performing procedures that are new to them. Despite 
the support given to them during the eight-week period, they are still unable to demonstrate 
adequate skills in handling during critical situations, hence the effectiveness of the mentorship 
program needs to be evaluated  
 
v Research Significance: The research could serve its best purpose to the newly hired 
professional nurses who can take benefit from the improvement that will be made from the 
mentorship programme. The results could be used to develop new professional nurses’ practical 
work orientation and mentorship programme to ensure even more safe and holistic nursing. 
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v Research Objectives: -1) To determine the clinical competence of the professional nurses in 
terms of assessment, planning, implementing ,evaluation before and after the mentorship 
program.2) To determine the correlation between the profile of the new professional nurses and 
their perceived clinical competences. 3) To develop and provide recommendations for the 
improvement of implemented mentorship programme for the newly hired professional nurses. 
 
v Research Methodology:1) Research design: quantitative research design through a 
questionnaire. 2) Research method: it will be conducted into two main phases: a) The first phase 
will determine the clinical competence of the newly hired professional nurses before and after the 
mentorship program. b) The second phase of the study will include developing and providing 
recommendations for the improvement of the implemented mentorship programme. 
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Kingdom of Saudi Arabia 
KING SAUD UNIVERSITY 
College of Medicine 
Institutional Review Board (IRB) 
 
المملكة العربیة السعودیة  
جامعة الملك سعود  
كلیة الطب  
مجلس أخلاقیات البحوث الطبیة  
مقترح مشروع بحثي 
Research Project Proposal  
فضًلا، تتم الطباعة إما باللغة العربیة أو الإنجلیزیة                           
Please, type either in English or Arabic 
التوقیع  
Signature 
الكلیة/القسم  
College/Department 
الرتبة العلمیة  
Academic Title 
* أسماء الباحثین  
Investigators Names* 
 UNIVERSITY OF 
JOHANNESBURG 
MASTERS IN NURSING: 
NURSING MANAGEMENT 
 
Elizabeth Chipwanya 
    
    
    
الباحث الرئيس.  الاسم الأول:  * 
الباحث المشارك الذي يرشحه الباحث الرئيس ليتولى القيام Jلبحث في حال تغيب الباحث الرئيس أو تخليه عن البحث.  الاسم الثاني:     
 First name indicates the Principal Investigator (PI).*  
 Second name is the co-investigator designated by the PI to assume all responsibilities, in case of 
the absence of the PI. 
 
NOTE:  For principal investigator from other college/hospital (outside KKUH) please 
provide contact details: 
Office Tel. No. __________________________ Department Tel. No. _______________ 
Mobile No.  (Optional) _____________________ Email:  _________________________ 
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APPENDIX E: LETTER TO THE DIRECTOR OF NURSING 
  
 
Letter to the Director of Nursing 
 
August 24, 2017 
 
To: Mr. Mohammed Atallah 
 Director of Nursing,  
King Khalid University Hospital 
Riyadh, Saudi Arabia 
 
From: Elizabeth Chipwanya 
 Master Student,  
University of Johannesburg  
 
Re:  Permission to Conduct Research Study  
Dear Mr. M Atalla, 
I would like to request your kind permission to conduct a research study on the: 
Measurement of Mentorship Program on Clinical Competence among Newly Hired 
Professional Nurses at a University Hospital in Saudi Arabia.  
 
The purpose of this study is to investigate and examine the effectiveness of 
mentorship programme implemented in King Saud University Medical City, Riyadh, 
Kingdom of Saudi Arabia on the clinical competence of newly hired professional 
nurses and to make recommendations for the improvement of the implemented 
mentorship program as perceived by the newly hired professional.  
The target research participants are the newly hired professional nurses, employed 
within the first 3 months, and a minimum of 2 years previous clinical experience, while 
rehired professional nurses, (including those that have worked in any other hospital in 
the Kingdom before) and employed for more than 3 months are excluded. 
 
Although, there is no immediate benefit for the participants, still they will gain benefits 
in the long run with the outcome and recommendations of the study to improve the 
mentorship program. I would like to request your support, in the form of a letter, to 
assure participants that their participation in this study, and the results of the study, 
poses no threat to job loss, in whatever ways, and that the researcher cannot take 
responsibility for job loss due to reasons outside of this study.  Attached please find 
my research proposal and all related documentation.  
 
Thank you.  
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